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ON PERFORATING INFLAMMATION OF THE 
VERMIFORM APPENDIX WITH SPECIAL REFERENCE 
TO ITS EARLY DIAGNOSIS AND TREATMENT* 


BY REGINALD FITZ, M.D.t+ 


HE history of appendicitis is of especial in- 

terest to all physicians of Massachusetts. At 
the first meeting of the Association of American 
Physicians on the 18th of June, 1886, R. H. 
Fitz, a Bostonian, the Shattuck Professor of 
Pathological Anatomy in Harvard University 
read a paper entitled: ‘‘Perforating Inflamma- 
tion of the Vermiform Appendix with Special 
Reference to its Early Diagnosis and Treat- 
ment.’’ This paper was discussed at length by 
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FIGURE 
pital, 
William Pepper of Philadelphia, E. G. Jane- 
way of New York, and by several others of the 
members present, and may fairly be said to 
mark the beginning of the general clinical rec- 
ognition of the disease in this country. 
Described first by a pathologist at a meeting 
of physicians, the disease soon was claimed by 
the surgeons. In the past fifty years but five 
papers on the subject of appendicitis have been 
presented at meetings of the Association of 
American Physicians whereas in the same period 
of time approximately ten times as many papers 
on this topic have been read at the meetings 
of the American Surgical Society. These fig- 
*Presented at the Fiftieth Meeting of the Association of 


American Physicians, Atlantic City, May 7, 1935. 


+Fitz, Reginald—Physician to the Peter Bent Brigham Hos- 
pital, Boston. For record and address of author see ‘This 
Week’s Issue,” page 280. 


Appendicitis in the Massachusetts General Hos- 


ures reflect very fairly the attitude of the entire 
medical profession toward appendicitis. Al- 
most universally appendicitis has come to be 
regarded as a surgical ailment, a disease taught 
by surgeons to medical students and practi- 
tioners. It is a bold medical man who raises 
his head in public and claims more than a bow- 
ing acquaintance with disorders of the appendix 
vermicularis. 

It is not to be wondered at thaf the disease 
at first appeared of so great surgical interest 
for, eventually, the treatment is apt to be sur- 
gical rather than medical in nature. Natural- 
ly, therefore, surgeons have done most of the 


observing, writing and talking about the diag- 
nosis and treatment of appendicitis, its opera- 
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FIGURE 2. Appendicitis as an increasing Health Hazard. 
(From the Vital Statistics of Massachusetts.) 


tive technique, and postoperative complications 
and, in fact, have done all in their power to 
make appendicitis as safe a disease as possible. 
They have accomplished a great deal. The rec- 
ords of the Massachusetts General Hospital 
serve well to illustrate what has taken place 
all over the country. 

In the early days when the diagnosis of ap- 
pendicitis seemed relatively difficult, but few 
cases were operated on and their mortality was 


high. Little by little the surgeons grew famil- 
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iar with the disease, operated earlier and with 
increasing temerity and thus succeeded in re- 
ducing to a very low figure the operative mor- 
tality in any large group of cases. 

During these years of improving surgical 
technique, however, a peculiar phenomenon has 
taken place. The total number of deaths from 
appendicitis has steadily increased. Each com- 
munity with a collection of vital statisties dupli- 
cates the curious figures which have been ob- 
served in Massachusetts. 

Here, for example, the death rate from ap- 
pendicitis has increased from 8.7 per 100,000 
population in 1900 to 14.4 in 1933. In 1900 
only 243 fatal cases of appendicitis were re- 
corded; in 1932 there were six hundred and 
twenty-three. Automobile accidents and appen- 
dicitis as unnecessary causes of death appear 
nowadays to loom very large. 

It is well known that medical progress ad- 
vanees by eyeles. The appendicitis cycle, it 
seems to me, began at the first meeting of the 
American Association of Physicians, rotated at 
once from the pathologist through the hands of 
medical men to the surgeons who developed sat- 
isfactory operative treatment most skillfully, 
and now at the end of fifty years revolves 
again to the pathologist and internist in the 
paradoxical condition I have mentioned, a com- 
mon disease of low operative mortality in the 
hands of competent surgeons but in spite of this 
each year steadily proving fatal to an increas- 
ing number of people. During the next fifty- 
year cycle can pathologists and medical men 
add anything to the prophylaxis or treatment 
of appendicitis by which this disease may be 
jugulated ? 

Fitz pointed out in his original description of 
appendicitis that the disease occurred most fre- 
quently among healthy young adults, especially 
males, though it might afflict persons of either 
sex and any age. The diagnosis, in most eases, 
was comparatively easy. Sudden severe abdom- 
inal pain was the most constant first decided 
symptom, occasionally accompanied by a chill 
or nausea and vomiting. The temperature rare- 
ly was very high. If general peritonitis devel- 
oped, it began on the second, third and fourth 
days after inflammation of the appendix was 
established. In fatal cases more than two- 
thirds died during the first eight days of the 
disease, and two-thirds of these died between 
the fourth and eighth days inclusive. 

If the question of operative treatment arose, 
such treatment must be applied early. If delay 
in operation was warranted, this delay must be 
maintained until abscess formation took place, 
and then the abscess should be incised as soon 
as it became evident. 

The initial medical treatment, essentially. con- 
sisted in leaving the patient alone. To keep 
the bowels quiet was the first and last thought 
of the physician: absolute rest in bed, and 
liquid diet in small quantities often repeated 


were indicated; above all, sufficient opium to 
neutralize pain. <A eathartie or laxative might 
be demanded by the patient or his friends and 
an enema be thought desirable. It appeared 
that the stirring up of peristalsis by such 
means was strongly contraindicated: such a 
procedure might be the means of at once ex- 
citing a general peritonitis. If operation was 
decided against and recovery ensued the bowels 
opened spontaneously a few days after the dis- 
continuance of the opium. Recovery from an 
attack of acute appendicitis often proceeded 
quickly, steadily and without disturbance, the 
appetite and sense of well-being returning long 
before the bowels were opened. 

Such, in brief, were the ideas concerning acute 
perforative appendicitis in the days when the 
disease was in its infancy. They were based on 
sound clinical judgment and common sense and 
still stand the test of time. 

Appendicitis remains much as it was, a dis- 
ease occurring most frequently among healthy 
young adults, especially males, though it may 
afflict a person of either sex and any age. Ina 
series of 2600 cases in adults* treated at the 
Peter Bent Brigham Hospital sixty-eight per 
cent occurred in men and thirty-two per cent 
in women. The age distribution of these cases 
shows that nearly two-thirds were in people 
under thirty, and that only six per cent oce- 
curred in individuals past fifty. 

The overwhelming majority of the Brigham 
Hospital case reports are to be found in the 
surgical records. Here appendicitis has been 
divided into five groups. 
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FIGURE 3. A classification of appendicitis to illustrate 


the dangers of the perforated appendix. 


This classification merely serves to illustrate 
what everyone knows: the chief mortality from 
appendicitis oceurs in those cases which have 
perforated and have developed general perito- 
nitis. 

Assuming that the Peter Bent Brigham Hos- 
pital’s experience with appendicitis is not ab- 
normal, one can estimate in round numbers 
from its figures and the reported deaths in the 
State that in 1932 at least 20,000 cases of ap- 
pendicitis in adults were treated in Massachu- 
setts. This gives some idea of the prevalence 
of the disease and its importance as a problem 
in public health. 

Another interesting feature is brought for- 
ward if one estimates the age group in which 

*Since the Peter Bent Brigham Hospital does not treat any 


significant number of children, all cases under ten years of age 
have been excluded. 
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oceurs the chief mortality from appendicitis. 
The older the patient with appendicitis, the 
poorer is the prognosis. This fact is illustrated 
in graphic form by figure 4. The data support 
the viewpoint of many clinicians that appendi- 
citis in young people is easily recognized, but 
that in the elderly it may present a peculiarly 
baffling diagnostic problem. Frequently this 
is forgotten. 
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FIGURE 4. A tabulation of fatal cases to illustrate the 
dangers of appendicitis in elderly individuals. 


The surgeons, and with much to be said on 
their side, blame two factors as chiefly respon- 
sible for the increasing gravity of appendicitis: 
they claim that too often the disease is not rec- 
ognized with sufficient promptness, and that all 
too often cases are mistreated with laxatives or 
cathartics. The experience of the Peter Bent 
Brigham Hospital bears out these claims. Of 
sixty-five fatal cases of acute perforative ap- 
pendicitis but eleven per cent were operated on 
within twenty-four hours of the onset of acute 
abdominal pain, and but thirty-seven per cent 
within the first forty-eight hours. No case was 
given the benefit of surgery within the first 
twelve hours. On the other hand, in 100 eases 
of acute perforative appendicitis which recov- 
ered, twenty-five per cent were operated on with- 
in twenty-four hours of the onset of acute ab- 
dominal pain and fifty-two per cent within the 
first forty-eight hours. Eight per cent received 
the benefit of surgery within the first twelve 
hours of the onset of symptoms. Evidently it is 
well still to be reminded that if the question 
of operative treatment arises, such treatment 
must be applied early to be effectual. 


The cathartic situation is equally striking. In 
sixty-five fatal cases seventy-four per cent had 
taken some sort of cathartic before entering the 
hospital, while in a hundred eases that recov- 
ered only fifty-one per cent had taken a laxa- 
tive. Of the fatal cases thirty-one per cent had 
utilized multiple laxatives like salts, enemas and 
castor oil combined and often repeated, whereas 
in the recovering group only thirteen per cent 
had employed such drastic treatment. Surely, in 
the early management of appendicitis, to keep 


the bowels quiet should still be the first and 
last thought of the physicians. 

These remarks, admittedly, are trite and bring 
out nothing new or original. Every doctor rec- 
ognizes that appendicitis is a common disease, 
more serious in elderly people than in the 
young; that it must be treated early by surgery 
or else left to recover spontaneously, and that 
laxatives are likely to be injurious. But in spite 
of this general knowledge, the deaths from the 
disease continue to climb each year. I raise the 
question as to whether concerted action on the 
part of the medical profession to combat appen- 
dicitis is not indicated. Such an effort has been 
attempted locally with some success in Phil- 
adelphia under the stimulus of Dr. John O. 
Bower. Similar efforts might well be made in 
other parts of the country. 


There are at least three logical lines of attack 
on a public health problem of this nature. The 
first is in our Medical Schools. Appendicitis 
should be taught as a medical disease; more 
stress should be laid on the fact that it is the 
family doctor who almost invariably is called 
in to make the diagnosis and instigate treat- 
ment. Men going into practice must be taught 
more of the life history of appendicitis, of its 
diagnosis, of its initial medical treatment, of its 
dangers. In brief, more responsibility must be 
placed on the shoulders of the general practi- 
tioner for the early recognition and treatment 
of this disease. 

Secondly, local medical societies must main- 
tain a constant interest in appendicitis. Most 
doctors learn by repetition. The story of ap- 
pendicitis must be repeated over and over to 
men in general practice and it, apparently, can- 
not be too strongly emphasized that appendicitis 
as a rule is an easy disease to recognize; that 
it begins with abdominal pain and usually with 
very slight fever, that almost any acute attack 
of painful indigestion is likely to be an early 
symptom of appendicitis, that stomach aches 
must always be taken seriously and not be 
treated over the telephone, that laxatives of any 
sort are always contraindicated and that the 
proper time to remove the acutely inflamed ap- 
pendix is as early as possible after the diagnosis 
is established. 

Thirdly, and perhaps nowadays this is of 
most importance, a campaign of popular educa- 
tion, must be instituted. The public at large 
appears eager to learn about disease. Certainly 
those who ‘‘tune in’’ on their radios each eve- 
ning are learning the names and uses of several 
laxative drugs which can be readily purchased 
at almost any drug store to be taken in ease of 
need. Medical authorities who arrange pro- 
grams for laymen appear to be too little inter- 
ested in the increasing importance of the appen- 
dix problem and should do something to combat 
laxative propaganda. If men, women and ¢hil- 
dren can be taught to respect their intestines 
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and to abandon the habit of using cathartics on 
the least provocation, many unnecessary deaths 
from appendicitis will be prevented. 
Appendicitis, as its recognized fiftieth birth- 
day approaches, remains a peculiar disease. Its 
surgical treatment on the whole is satisfactory. 
Its medical treatment, simple as it is before the 


surgeon sees the patient, has fallen into desue- 
tude. May appropriate action be taken by 
medical men within the next fifty years to rele- 
gate appendicitis to the rank where it belongs, 
a disease easily diagnosed, of no great danger, 
and when recognized early and submitted to 
proper treatment, readily amenable to cure! 


VISUAL DISTURBANCES WITH DIGITALIS MEDICATION* 


BY WILLIAM H. 


IGITALIS or foxglove as used in medical 
practice is the dried leaves of Digitalis 
purpurea. It grows wild in Europe, Australia 
and Oregon and is cultivated in the United 
States, England and Germany. It may be seen 


as a beautiful, blue-flowered plant in New 
England gardens. It was named by Linnaeus 
because of its finger-shaped corolla. More has 
been written about digitalis than almost any 
other drug. Withering, who first noted the 
benefits of digitalis effusion upon edematous pa- 
tients, supposed it was a diuretic and did not 
realize that the action of the drug caused a 
slowed and strengthened ventricle which was 
sending more blood through the kidneys. The 
writer worked in his early days with the instruc- 
tor in therapeutics at the Harvard Medical 
School who always gave his cardiae patients the 
tincture of digitalis but used the effusion if 
there was edema. More than a hundred years 
after the time of Withering there were many 
discussions continuing up to my student days 
upon the effects of digitalis on the cardiac mus- 
cle and the kidney. Many fears gripped physi- 
cians concerning its use, one of the most fixed 
being its supposed cumulative action. This be- 
lief was strong up to thirty-five years ago and 
while there is an accumulative effect, as has 
been amply proved, it need not occur with harm- 
ful results if the physician has the cardiac case 
under ordinary observation. As a matter of 
fact, in the old days so little digitalis was given 
a patient in each twenty-four hours and often 
the preparation was so nearly impotent that it 
made little difference. To-day, thanks to the 
physicians (J. H. Pratt and others) who have 
shown pharmaceutical concerns and dispensing 
druggists how to make potent preparations, we 
have an active drug competent to produce re- 
sults. The dose has been standardized and if 
carefully weighed amounts of the leaves are 
given in tablet or pill form the physician can 
regulate the daily intake with reasonable accu- 
racy even in office and ambulatory patients. The 
drop dose is much more inaccurate and at the 
Bellevue Hospital in New York a large number 
of glass droppers have been collected showing 


the great variation in the size of the drops and 
*Presented before the Dorchester Medical Club, March 14, 
1935. 
+Robey, William H.—Clinical Professor of Medicine, Emeritus, 
Harvard University. For record and address of author see 
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therefore the difference in amounts of digitalis 
in single doses. The writer has not used liquid 
preparations of digitalis in the last fifteen years 
for this reason. We have worried through the 
anxiety over frog and cat units but since relia- 
ble pharmaceutical houses have learned how to 
dispense carefully weighed and properly aged 
and dried leaves we no longer feel the necessity 
of hurrying to a laboratory with the digitalis 
purpurea we have decided to employ in our 
practice. Furthermore, if the physician has 
selected a preparation which has proved effica- 
cious it is useless to keep moving from one to 
another. In my early years as a teacher, I found 
many graduates who resorted to digitalis upon 
the slightest suspicion of what they considered 
a cardiac abnormality. The discovery of a sim- 
ple systolic murmur in an otherwise perfectly 
functioning heart was sufficient for its use. To 
them ‘a systolic murmur seemed to indicate 
something wrong and something wrong re- 
quired digitalis. As a student I was taught 
not to give digitalis in mitral stenosis because 
the drug was supposed to slow an already over- 
loaded left auricle and delayed still more the 
passage of blood through a narrowed mitral 
valve. It was adding insult to injury; again, 
we were cautioned about the use of digitalis 
in aortic regurgitation because an overworked 
left ventricle might be stopped during diastole 
but we gave it in heart block and coronary 
thrombosis and all this was because we did 
not understand the effects of the drug upon 
various circulatory structures. It was not 
until laboratory experiments upon animals 
showed that digitalis exerts its influence prin- 
cipally upon the conducting tissues of the heart 
that we began to use it intelligently. 
Digitalization is produced by an amount of 
the drug which in twenty-four to seventy-two 
hours will achieve the desired effects upon car- 
diac rate and the general circulation. The drug 
when necessary may be given at the rate of one 
grain for every ten pounds of body weight but 
in many cases one-half this or about four and 
one-half to six grains in twenty-four hours will 
produce the results in one or two days after 
which a maintenance dose must be given. This 
maintenance dose is very important and can 
be continued for several months or even years 
in selected cases. Formerly the mistake of not 
giving a maintenance dose was not appreciated 
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or there was the fear of a cumulative effect and | dyspnea, which lasted five minutes and ceased as 


the results of digitalization were lost. 

The difference between ‘‘digitalization’’ and 
‘‘toxie effects’? must be appreciated. They are 
sometimes thought to be the same but they are 
not. Digitalization may be obtained in many 
persons without toxic effects while, in some, toxic 
effects may be produced by small doses before 
digitalization has been secured. At any stage 
in the process of digitalization the onset of toxic 
symptoms is the indication for a cessation of 
the drug. It seems to make little difference 
how the drug is administered and it is undecided 
whether the untoward effects are a reflex from 
the heart or emanate from the medulla. 

The unpleasant symptoms of digitalis are 
well known to clinicians. In some patients 
a certain amount of digitalis, often not enough 
for digitalization, whether in one dose or re- 
peated doses, causes nausea or vomiting. It must 
be remembered, however, that in heart disease 
the almost constant nausea may not be due to 
digitalis and mouth doses may be discontinued 
and some other method, such as intramuscular 
or rectal administration, may be tried. 

There are certain well-known indications for 
the discontinuance of digitalis such as nausea, 
vomiting and occasionally diarrhea; a cardiac 
rate below sixty or a sudden slowing of the 
rate; the onset of extrasystoles or coupled beats; 
the change of regular rhythm to arrhythmia; 
complaint of headache, dizziness or disturbed vi- 
sion. 

The object of this paper is to report two cases 

of disturbed vision occurring without other 
symptoms of toxicity. 
CasE I. A physician, sixty-two years old, came to 
my office on November 8, 1928 because of an attack 
of paroxysmal tachycardia one week before. His 
childhood history was not remarkable. Between the 
ages of twenty-five and thirty he had an acute ton- 
sillitis each winter but none since. At thirty-two he 
fell on some slippery steps and the physician who 
examined him thought because of pain in the pre- 
cordial region that he had either “endocarditis” or 
“pericarditis”. About this time he applied for life 
insurance but the examiner declined to accept him. 
He could not remember having been ill in thirty 
years except for a mild attack of “influenza” in 1919. 
He considered his general condition good enough 
for his age and usual activities and would not have 
thought of consulting a physician if he had not had 
the tachycardia. He had always had a quiet, rather 
comfortable mode of life with a small practice, 
visiting his patients by walking or using street cars. 
His general strength was good, he always slept well 
and his digestion was satisfactory. Nocturia oc- 
curred once usually between 4 and 5 in the morn- 
ing. There was no breathlessness at any time ex- 
cept after climbing three flights of stairs; no head- 
ache, edema nor any precordial nor allied pain 
even with exertion. When not having an attack of 
tachycardia he was unconscious of his heart action 
except for an occasional premature contraction 
which he considered compatible with his age. 

On November 1, 1928 he had a sudden attack of 
rapid heart action unaccompanied by pain or 


suddenly as it had begun. He had not hurried be- 
fore the attack and had been as comfortable as ever. 
Two days later while reading the paper after break- 
fast he had a similar attack and on the evening of 
November 7, one which lasted an hour and ended 
suddenly. 

The physical examination was not remarkable. 
His heart by fluoroscope showed a moderate enlarge- 
ment to the left, the rate was sixty-eight and 
regular. The pulse was synchronous with the heart 


M. T. T. November 8, 1928. Note the high takeoff of QRS 
and the marked downward deflection of T1 and T2. 


and the radials somewhat atheromatous. A blowing 
systolic murmur was heard over the precordia. The 
blood pressure was 135/90. The lungs were clear. 
The liver was slightly palpable but otherwise the 
abdomen was normal. The leg vessels showed some 
sclerosis but were without circulatory symptoms. 
In view of the physical findings a diagnosis of 
arteriosclerosis and coronary sclerosis was made. 
Paroxysmal tachycardia in this patient was in the 


ii 


M. T. T. May 27, 1929. 


i full 


same class with angina pectoris or nocturnal breath- 


lessness. No drugs were prescribed at this visit but 
attention was given to diet and habit of living. He 
returned on May 27, 1929 with the statement that he 
had been quite free of cardiac symptoms since his 
visit in November but recently the tachycardia had 
recurred with greater frequency; occasionally there 
was a sense of fullness in the neck but it was not 
like the nuchal compression of which angina pec- 
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toris patients complain. Breathlessness did not oc- 
cur with the tachycardia but came only on climb- 
ing three flights of stairs. On the other hand such 
exercise did not produce tachycardia nor precordial 
distress but once when romping with his young son 
he had an attack of tachycardia but no angina pec- 
toris. The rate was seventy-two, the rhythm regular 
and the blowing systolic murmur was heard as at 
the previous visit. 

Digitalis was prescribed, gr. jss three times daily 
and a tablet of nitroglycerine gr. 1/100 to be used at 
the onset of tachycardia. He came again on June 
26, 1929 with the statement that he had been entire- 
ly free of tachycardia and had felt about as well as 
usual. He discontinued the digitalis after taking it 
for two weeks because of a visual abnormality 


M. T. T. November 13, 1931. 
in the P-R interval and the slurring of the R waves. 


Note the slowing of conduction 


which he thought might be due to the drug. When- 
ever he looked at a distant object it appeared to 
be dazzling white. This was not preceded by green 
or yellow vision. Red brick buildings across the 
street lost their red color and became a brilliant 
white. After cessation of the digitalis for a week 
normal vision returned. There were never any 
gastrointestinal symptoms. I telephoned to him 
several times during the succeeding months but he 
reported that he was comfortable except for an oc- 
casional brief attack of tachycardia. 


On May 7, 1930 he reported that he had had an 
attack of tachycardia which started at 1 A.M. and 
lasted until 4 A.M. Digitalis gr. j was again tried 
but white vision appeared after a few doses. On 
June 11, 1930 he stated that he had a tenderness 
near the cardiac impulse area with a little continu- 
ous pain which was only slightly relieved by nitro- 
glycerine. Auricular fibrillation appeared about 
September 11, 1930 and digitalis was given, gr. j, 
five times daily but had to be discontinued because 
of the distressing white vision, however the rhythm 
soon became regular. He continued quite com- 
fortably until the summer of 1931 when he suffered 
from attacks of paroxysmal dyspnea even when at 
rest. From then until September 1932 he had oc- 
casional attacks of paroxysmal tachycardia and 
dyspnea when he died in a few days of general car- 
diac and circulatory failure. At all times he was 
relieved by small doses of digitalis which were dis- 
continued as soon as the vision became disturbed. 
It is interesting to note that while his electrocar- 
diograms were similar to those of other patients 
having angina pectoris he was almost entirely free 
from this distressing symptom. Undoubtedly his 
death was due to painless coronary occlusion. If 


one reviews his history and physical signs one seeg 
the succession of cardiac events which often end in 
occlusion. 


The second case illustrates the visual changes 
produced by digitalis with a slight difference j in 
manifestation. 


H. F. L. aged thirty-nine, married, having a healthy 
She was first seen on 
The family 


husband and two daughters. 
enreeny: 20, 1933 with her physician. 


H. F. L. June 22, 1934. Auricular fibrillation. 


history was unimportant. In her youth she had 
been singularly free of the infectious diseases. 
There was never a recognized attack of rheumatic 
fever but she had tonsillitis at fifteen years of age 
and in the same year an attack of chorea. At the 
age of twenty-four a physician discovered signs of 


H. F. L. November 2, 1934. 
rillation even with small doses of digitalis. 


Improvement in auricular fib- 


a cardiac valvular lesion. For the last twelve years 
she has been conscious of cardiac disturbances and 
the year before I saw her she had spent two months 
in bed and later another month. 

She did not have headache but occasionally suf- 
fered from vertigo if the heart was irregular. There 
was breathlessness on exertion. 


She was healthy in appearance. The heart 
showed a mitral presystolic murmur with heaving 
impulse and a rate of seventy-six. The pulse was 
of small volume but fair quality and the blood pres- 
sure 100/80. 
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On June 22, 1934 she came to the office and was | that it is necessary to discontinue the digitalis. 


found to be in auricular fibrillation with some 
dyspnea. Digitalis gr. jss was prescribed to be taken 
at bedtime. The drug was used regularly until July 
1 when it was discontinued because of a flashing 
white light which she said was very much like pull- 
ing a window shade up and down rapidly on a 
pright, sunlit day or sometimes as though the eye 
lids were closed and opened with great rapidity. 
Two days after the digitalis was discontinued the 
white light ceased. She never had green nor yellow 
vision. When we discussed the symptoms she said 
that it had occurred once before I saw her when she 
took digitalis; near and far vision were equally af- 
fected. During the last twelve months the patient 
has been very well. She has a very slight auricular 
fibrillation and her heart has been well controlled 
by taking digitalis gr. jss daily for four days and 
then omitting it for a similar period. 


The visual disturbances are usually so marked 


In our two eases enough digitalis could be taken 
prior to the onset of white vision to produce 
a considerable effect upon the heart and that 
effect. could be maintained by small doses taken 
and omitted for similar periods of time. If one 
finds that complete idiosyncrasy exists then re- 
course may be had to other members of the 
digitalis group but most of them have been 
shown to be of small value and to produce toxic 
symptoms easily. Strophanthus should be tried 
if digitalis must be discontinued. The other 
members of the group may have the same effect 
as digitalis but they are more uncertain. The 
toxic symptoms of digitalis are probably in- 
duced by action of the drug upon the autonomic 
or involuntary nervous system. 


THE NATURAL HISTORY OF SOME RENAL TUMORS* 


BY E. ROSS MINTZ, M.D.T 


T is not uncommon to find in the literature 
cases of patients who had renal neoplasms 
and who complained of intermittent hematuria 
over periods of five, ten, fifteen, twenty and, in 
some instances, twenty-five years. However, the 
literature contains relatively few reports of 
nephreectomies for renal carcinomata where a 
definite diagnosis was made of the lesion five or 
ten years previously, either by pyelograms, the 
palpation of the tumor mass by exploration, or 
by biopsy of a metastatic process. Four such 
cases form the basis of this report. They truly 
show the natural history of the disease in some 
renal tumors when left to itself and not inter- 
fered with by surgery or physical agents. 


CASE 1 


Cc. E. S. (Massachusetts General Hospital. No. 
309915), a native, white, married male thirty- 
seven years of age was admitted to the Urologi- 
cal Out-Patient Department of the Massachusetts 
General Hospital for the first time in 1920, com- 
plaining of intermittent hematuria of one month’s 
duration. Cystoscopy at that time showed a 


normal appearing bladder and a bloody jet com- 


ing from the right ureter. The kidney on that 
side was not palpable and no costovertebral 
tenderness was elicited. A right pyelogram was 
made, the report of which is as follows: ‘“Kid- 
ney appears large on this side and the calices 
very deep. It is apparently low in position. The 
middle calyx appears to be of unusual shape. 
There is a small area of increased density near 
the tip of the twelfth rib which may be a stone. 
There is another small faint shadow low down 
in the kidney about 3 cm. from the shadow of 
the eleventh rib which may be a small particle 
of dense material in the kidney.” The patient 
was asked to return for further study but did not 
*From the Urological Service of the Massachusetts General 
Hospital. 


tMintz, E. Ross—Assistant Urologist, Massachusetts General 
Hospital. For record and address of author see “This Week's 
Tssue,”’ page 280. 


do so. In September, 1930, ten years later, the 
patient reéntered the Out-Patient Department 
complaining of right lower quadrant pain. He 
had had several attacks of pain recently, but 
was perfectly asymptomatic for almost ten years. 
A week before the second entry the patient no- 
ticed some blood in the urine. This lasted for 
two days, finally clearing, but reappearing again 
the day of entry to the hospital. There was 
no history of burning on urination, diurnal ire- 
quency or dysuria. No mass was palpable in 
the right loin. A flat abdominal plate showed a 
dense shadow in the region of the pelvis of the 
right kidney. The kidney outlines were quite 
distinct. Both appeared large. The five dense 
shadows scattered throughout the kidney might 
be due to localized areas of calcification. Cystos- 
copy was done and a right pyelogram was made. 
The bladder appeared normal. The report of 
the right pyelogram was as follows: “The 
smaller shadows are arranged in a rounded mass 
at the lateral margin of the renal pelvis. After 
injection there is a concave defect in the middle 
calyx of the right kidney.” Intravenous pyelog- 
raphy was suggested and done. “The pelves of 
the kidneys are well visualized. The pelvis of 
the right kidney shows an irregular moth-eaten 
appearance at its edges with one calyx dis- 
torted and running down into the lower pole 
of the kidney. The upper two calices are large, 
also distorted, and appear to run up to the pole 
of the kidney. The outline of the entire pelvis 
has a slightly moth-eaten edge and the pelvis is 
distinctly deformed by a rounded tumor mass 
having the diameter equal to the width of the 
kidney and producing a distinct bulge in the 
outline of the middle portion of the kidney. The 
tumor mass contains enormous areas of calcifi- 
cation. The pelvis, calices and ureter of the 
left kidney are negative. The findings are sug- 
gestive of a tumor mass deforming the pelvis 
of the right kidney.” 

The patient was admitted to the House for 
operation. Physical examination was essentially 
negative. The urine was loaded with red blood 
corpuscles and numerous white blood corpuscles. 
The Hinton test was negative. The blood non- 
protein nitrogen was 37 mgs./100. X-ray of the 
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chest was negative. (There was no history sug- 
gestive of pulmonary tuberculosis.) 


OPERATION—(November 11, 1930) J. D. Barney and 


E. Ross Mintz. Ether. 


Through the regular oblique right loin inci- 
sion the kidney was exposed. A soft, circum- 
scribed mass the size of a golf ball was noted 
near the upper pole. It was definitely encap- 
sulated and no invasion of the perirenal fat or 
renal pedicle was present. The kidney was re- 
moved. 

Four weeks later the patient was discharged 
from the hospital after an uneventful convales- 
cence. 


PATHOLOGICAL REPORT—(30-2829). 


The specimen consists of a kidney twelve 
by six by four cm. There is a lobulated round 
soft mass about four cm. in diameter over 
one pole of the kidney. There is a smail 
cortical cyst near the other pole which contains 
clear, colorless, thin fluid. The cut surface shows 


Photograph of the kidney removed in Case 1—Adenocarcinoma. 


a round, red, soft mass about four cm. in diam- 
eter near the superior pole. It is definitely en- 
capsulated, the wall of the capsule being formed 
by a dilated, thinned-out calyx. At the con 
stricted neck of the above calyx, a small mul- 
berry-like, elongated calculus protruded into the 
pelvis. There are small, fine, calcified areas 
within the tumor mass. The rest of the kidney 
is normal. 


Microscopic Examination shows an adenocar- 
cinoma composed of poorly differentiated pale, 
vesicular cells with marked papillary formation. 
Many areas show definite tubular arrangement 
of the cells. Mitoses are moderate in amount. 

_Anatomic Diagnosis. Renal cell adenocar- 
cinoma. 


FOLLOW-UP: 


The patient has been followed for four years. 
X-rays of the chest and spine fail to show any 
evidence of metastases. His health is excellent 
and he has no complaints. 


CASE 2 


F. H. H., a white native, married, prison officer, 
aged fifty-three, entered the Urological Out- 
Patient Department of the Massachusetts Gen- 
eral Hospital May 3, 1924, complaining of hemat- 
uria and left loin pain of three days’ duration, 
Five months ago the patient was seized with a 
dull pain across the lumbar region which lasted 
for two weeks. He attributed this to a “cold” 
in his kidneys. Three days ago at three o'clock 
in the afternoon he noticed hematuria for the 
first time. Later in the day he passed a clot 
six inches long per urethrum. One hour follow- 
ing this he was suddenly seized with a sharp, 
severe pain in the left lower quadrant which 
radiated to the small of the back and was ac- 
companied by nausea and vomiting. The pain 
lasted all night and was not relieved by mor- 
phia. The family physician referred him to the 
hospital. 

Physical Examination showed the patient to 
be well nourished and well developed. There 
was slight left costovertebral tenderness, but 
neither kidney was palpable. The abdomen was 
moderately distended. The urine showed a rare 
red blood corpuscle and many bacteria. The 
blood nonprotein nitrogen was 40.5 mgs. per 
100 ce. Patient had a slight rise in tempera- 
ture (100°). 

A cystoscopy was done May 7, 1924. The blad- 
der appeared normal. Both ureters were easily 
catheterized. A left pyelogram was made, the 
report of which is as follows: ‘Unusual amount 
of gas in the colon. No shadows suggestive of 
stones. After the injection of the opaque mix- 
ture the shadow of the pelvis and calices on the 
left is visible. They are distinctly pathologic 
in appearance. The pelvis itself is small and 
narrow, calices usually long and deep without 
the usual cupping. The upper calyx has lost all 
of its normal appearance.” (George W. 
Holmes.) 

A plate of the chest and spine was negative 
for metastases. 

Operation was advised but the patient decided 
against it and went home. 


INTERVAL HISTORY:—May, 1933. 


The patient’s health was excellent until one 
and a half years ago. He again had an attack 
of hematuria but this “passed off in a few days”. 
One week ago he again noticed spontaneous, in- 
sidious, total hematuria and consulted a _ sur- 
geon who referred him to the Palmer Memorial 
Hospital for study. During the patient’s entire 
illness there never has been any dysuria, fre- 
quency, weight loss, asthenia, pain, hemoptysis 
or cough. 

On physical examination nothing remarkable 
was found. The abdomen was a little large 
without any abdominal tenderness. Neither kid- 
ney was palpable but the patient did not relax. 
Rectal examination showed a smooth, elastic 
enlarged benign prostate. The urine showed an 
occasional white blood cell and one or two red 
blood cells. The blood nonprotein nitrogen was 
thirty-one mgs. per 100 cc. Hinton, Kahn and 
Wassermann were negative. The red blood 
count was 5,150,000. The white blood count 
was 9,200 and the hemoglobin 80 per cent (Tall- 
a The blood smear was essentially nega- 
tive. 

Cystoscopy was performed May 20, 1933 
(George Gilbert Smith). The bladder appeared 
negative. Both ureters were catheterized with 
ease. A left pyelogram was made which showed 
a deformed renal pelvis, fairly typical of a renal 
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neoplasm. Intravenous skiodan failed to be 
visualized on the left side. The right kidney, 
pelvis, calices and ureter were normal. The 
kidney on the left was definitely enlarged. 


OPERATION: April 22, 1933. (George Gilbert Smith 
and E. Ross Mintz.) Gas and ether. 


Through a left oblique incision the kidney was 
exposed and found to be malignant. The ureter 
was clamped, cut and tied. The kidney was 
easily freed, delivered and removed, together 
with the perirenal fat and a portion of the adre- 
nal. There was no evidence of any invasion of 
the renal pedicle. 

The patient made an uneventful recovery and 
was discharged from the hospital May 8, 1933. 


PATHOLOGICAL REPORT: (18726) 


The specimen consists of a kidney weighing 
670 grams and measuring sixteen by eleven by 
twelve cm. Apparently three-fourths of the 


Photograph of the kidney removed in Case 2—Hypernephroma. 


mass consists of tumor tissue. It is lobulated, 
soft, encapsulated and contains many hemor- 
rhagic necrotic areas. The capsule does not 
seem to be invaded. The perirenal fat is nega- 
tive. 

Anatomic Diagnosis :—Hypernephroma. 


FOLLOW-UP: 


Up to the present time, March, 1935, the pa- 
tient is in excellent condition and there is no 
evidence of any metastases. 


CASE 3 


F. M. H., a native, white, married jewel worker, aged 
forty-seven years, was first seen by a Boston 
surgeon January, 1928, for “bleeding from the 
rectum”. Examination revealed an _ ulcerated 
new growth on the left lateral and posterior 
walls of the rectum about three inches above 
the sphincter. After a thorough, negative phys- 
ical examination, a one-stage abdominoperineal 
operation was performed under spinal anesthesia 
(August 22, 1928). An excerpt from the oper- 
ation sheet follows: “In what was taken to 
be the right kidney there was a definite dense 
tumor occupying the region of the pelvis and 
which suggested either a dense hydronephrosis 
or a cyst. The kidney itself was movable. The 
tumor did not feel like malignant disease.” 

The patient had an exceedingly uneventful 
convalescence and was discharged twenty-one 
days after operation. Microscopic section of the 
rectal tumor showed it to be a well-differentiated 
adenocarcinoma. 


The patient was followed in the Out-Patient De- 
partment at intervals of six months to a year and 
at no time were any urinary symptoms present 
or any abdominal mass palpated. The colostomy 
worked well and the patient gained rapidly. On 
January 8, 1934, almost five and a half years 
following his operation, the patient noticed that 
his urine was dark red. No other symptoms 
were complained of. Examination of the urin- 
ary sediment showed many red blood cells. The 
abdomen was negative. Cystoscopy was done 
two days later and showed an essentially nor- 
mal bladder. Intravenous injection of skiodan 
showed the left kidney pelvis, calices and ureter 
to be well visualized and normal in appearance. 
On the right side only a deformed upper calyx 
was shown. The lower calices were not visual- 
ized. The shadow of the right kidney appeared 
quite large. The enlargement appeared chiefly 
in the upper pole. A diagnosis of renal neoplasm 
was made. A plate of the chest and spine was 
negative for metastases. The patient went home 
to get his affairs in order. 


OPERATION: Gas and oxygen. April 21, 1934. 


George Gilbert Smith and E. Ross Mintz. 


Through a right oblique incision the kidney 
was exposed. The twelfth rib was resected. The 
lower half of the kidney was the site of a round, 
rather firm, smooth tumor five inches in diame- 
ter. The fatty capsule and the pedicle were ap- 
parently not invaded. The kidney, together with 
all the perirenal fat, was removed. 

The patient was discharged from the hospital 
after an uneventful postoperative course. 


PATHOLOGIC REPORT:—(21566) 


Specimen consists of a right kidney weighing 
350 grams. There is a rather firm, round tumor 


High power micro-photograph of kidney removed in Case 3— 
Adenocarcinoma, 


mass eight by eight by seven cm. at the lower 
pole of the kidney. On section it is moderately 
firm and well encapsulated. The pelvis is slight- 
ly dilated. The renal vein is not invaded. 

Microscopic section of the tumor shows it to 
be an adenocarcinoma. 
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FOLLOW-UP: was considered impossible. A finger inserted 


F. 


The patient has been followed and up to the 
present time there is no evidence of a metas- 
tasis. The chest and spine are negative for 
metastases by x-ray examination. 


CASE 4 


L. M. A white, native, married male, aged fifty- 
nine, entered the Massachusetts General Hos- 
pital Urological Out-Patient Department May 13, 
1924, complaining of severe and distressing pain 
over the sternum. 

Approximately twenty-eight months ago the 
patient was seized with a severe pain over the 
sternum after a very vigorous sneeze. This 
forced him to stop in his tracks and hold his 
breath. In a few minutes the pain disappeared 
and for two months he was symptom free. At 
that time “influenza” confined him to bed. Fol- 
lowing this malady his wife noticed a small lump 
over the midsternum the size of a walnut. This 
is the site of the present lesion. The mass was 
neither hard nor noticeably soft, non-pulsatile 
and the overlying skin was normal. The “lump” 
grew slowly but steadily until two years ago it 
reached the size of a “good-sized peach”. The 
patient consulted his doctor who referred him to 
a specialist for luetic treatment. Treatment was 
given for two and a half months, following 
which the patient’s face became edematous. 
Therapy was then stopped. 

During the past year the tumor has not grown 
perceptibly but it has taken on a definite pulsat- 
ing character and has caused considerable pain. 
A vice-like constriction was felt about the growth 
with each heart beat. This sensation has been 
constantly present and varies in intensity from 
time to time. Exertion or any physical move- 
ment increases it. Radiation of the pain to 
both breasts and arms in the region of the biceps 
muscles occurs at times. The pain not infre- 
quently interferes with the patient’s sleep and 
makes him very introspective and suspicious of 
his condition. No symptoms referable to the 
respiratory tract are present. 

Physical Examination shows a well-developed 
and well-nourished male in no apparent distress. 
The left pupil is slightly less dilated than the 
right. Both react normally to light and accom- 
modation. There is a large dome shaped tumor 
ten by twelve cm. over the upper sternum. It 
is exactly in the mid-line and covers the area 
from the insertion of the fourth rib up to the 
interclavicular notch, and laterally over the 
costal cartilages on both sides. It pulsates syn- 
chronously with the heart beat and transmits a 
systolic murmur which is propagated along the 
great vessels to the right side of the neck. This 
murmur cannot be heard over the heart itself. 
The diagnosis lay between a pulsating new 
growth and aneurysm of the aorta. Fluoroscopic 
examination of the chest showed the aortic arch 
to be normal in size and shape. No mediastinal 
tumors were visible. In the lateral view the out- 
line of the sternum is well shown. The bone in 
the upper portion of the sternum is continuous 
witi the shadow of the tumor. The lesion was 
interpreted as probably a malignant tumor of 
the sternum. 


OPERATION: May 21, 1924. (Drs. C. A. Porter and 


E. P. Churchill.) 


An attempt was made at excision of the pulsat- 
ing sarcoma and the remayal of the entire mass 


behind the sternum failed to reveal an aneurysm. 
Microscopic section of the tissue removed (24-5- 
108) showed it to be a metastatic hyperneph- 
roma. 

Postoperative Course. The wound became in- 
fected but finally healed. The patient was dis- 
charged June 23, 1924. Cystoscopy was de 
cided against as the patient was very suspicious 
of his condition. 


Second Reéntry. Seventeen months later the 
patient was admitted for question of an al- 
coholic injection of the nerves to the tumor, 
but this idea was given up. In the interval be- 
tween admissions the patient was given deep 
x-ray treatments. This seemed to have little 
effect. At present his strength has returned to 
to some extent and he is able to be about, ex- 
ercising moderately and taking long rides in’ the 
country. The pain is now described as constant 
and dull. The tumor mass is the size of half a 
tennis ball. It is soft, pulsatile and circum- 
scribed. A bruit is heard all over it and for 
one or two inches around it. The manubrium 
and upper sternum are apparently invaded and 
eroded by this tumor. There has been no 
urinary sign or symptom present. The 
urinary sediment is negative. The red blood 
count is 4,888,000 and the hemoglobin 90 per 
cent. The patient was discharged November 
3, 1924. 


Third Reéntry. About four and a half years 
later the patient was readmitted to the House 
(May 11, 1929) for one day. He was presented 
at one of the surgical meetings. For two years 
after his second discharge from the hospital he 
felt in “pretty good shape”, but for the last two 
and a half years he has been progressively both- 
ered with low back pain, especially in the region 
of the left sacroiliac joint and left hip. 

During the past year he has been troubled 
with difficulty in starting his stream, diurnal fre- 
quency, some dribbling and nocturia. Rectal ex- 
amination revealed a moderate-sized, benign, 
elastic prostate. No residual urine was present. 
The sternal mass has increased slightly in size 
Overlying the left sacroiliac joint there was a 
roughly rectangular area 10 x 12 cm. of telangiec- 
tasis. The skin was indurated and there was 
slight tenderness over this area. Both the 
sternal mass and the mass in the left lower 
quadrant gradually increased in size. The pa- 
tient steadily went downhill and finally died one 
year later, May 5, 1930. 


AUTOPSY — (5830.) The body of a _ well- 
developed and fairly well-nourished man, appear- 
ing to be about sixty-five years of age. Over 
the upper portion of the sternum is a large 
bulging tumor which involves an area of skin 
eight cm. in diameter. A large area of the sur- 
rounding skin, approximately twenty cm. in 
diameter, shows a brownish pigment and ex- 
tremely numerous telangiectases (X-ray Ther- 
apy). The left arm and hand show marked pit- 
ting edema extending upwards half-way from the 
elbow to the shoulder. 


Intestines. A movable, white, firm nodule two 
mm. in diameter is in the mucosa of the jejunum. 

Thorar. The area underlying the telangiec- 
tatic radiated skin shows an extreme fibrosis 
of the subcutaneous tissues and also a peculiar 
appearance of the muscles which are unusually 
pale, slightly edematous and, on section, show 
marked fibrosis extending in a closely visible net- 
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work between the muscle bundles. A large tu- 
mor is found which has completely replaced the 
manubrium and a small portion of the first and 
second ribs on each side. No trace of the bones 
remains in the infiltrated area. The clavicles 
are uninvolved. The tumor projects anteriorly 
from the face of the sternum for a distance of 
about three cm. It also projects posteriorly, 
laterally and, in one place, superiorly where it 


; 
Photograph of autopsy specimen removed in Case 4—Hyper- 


nephroma. 


Sagittal section of sternum removed at autopsy in Case 4, 
showing the metastatic hypernephromatous mass. 


passes up into the tissues of the neck through 
the sheaths of the right scalene muscles. The 
superior vena cava and particularly the innomi- 
nate vein are pressed upon and to some extent 
surrounded by the tumor mass. On section the 
tumor consists of white to yellow, occasionally 
orange, soft, very vascular tissue. There are 
extensive areas of necrosis. 

Lungs. Numerous small tumor nodules vary- 
ing from two to fifteen mm. in diameter are scat- 


tered irregularly over the pleura and through- 
out the substance of the lungs. There are also 
scattered areas of congestion and of increased 
consistency typical of bronchopneumonia. 

Aorta. Marked atheroma. 

Gall Bladder. Mass of stones. 

Kidneys. The right kidney is distinctly en- 
larged and feels cystic on external examination. 
On section a cyst 8 cm. in diameter surrounded 


High power micro-photograph of kidney in Case 4, showing 
the large vacuolated clear cells seen in hypernephroma. 


High power micro-photograph of biopsy specimen from sternum 
in Case 4, remcved in 1924. 


by a shell of tumor tissue one to two cm. in 
diameter, occupies the central portion of the kid- 
ney and projects from its medial aspect. The 
cavity is filled with thin blood-tinged fluid. The 
pelvis is distorted and also dilated as it passes 
anteriorly to the tumor mass. The tumor, how- 
ever, does not involve the pelvis at any point. 
The left kidney is negative. 

Pelvis. In the left lower quadrant of the 
abdomen and on the left side of the true pelvis, 


a large tumor mass can be felt in the retro- 
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peritoneal tissues. On section it is found to 
involve the quadratus groups of muscles and 
also the entire crest of the ileum which shows 
extensive destruction of the bone and an in- 
filtration with a tumor similar in appearance 
to that in the sternum. 


Tumors. Sections from the primary renal tu- 
mors, the pulmonary, sternal and other osseous 
metastases all show the same structure. The 
tumor is composed of epithelial cells in alveolar 
arrangement; a high proportion are vacuolated, 
some finely, others coarsely. The differentia- 
tion is excellent, mitoses are scarce. It is 
typical of a hypernephroma. 


Anatomic Diagnosis. Hypernephroma of the 
right kidney with pulmonary, sternal and os- 
seous metastases. 


Bronchopneumonia. 
Arteriosclerosis. 

Benign hyperplasia of the prostate. 
Cholelithiasis. 


DISCUSSION 


It is not a generally accepted, appreciated and 
recognized fact that solid epithelial tumors of 
the kidney may be and sometimes are slow grow- 
ing. In Cases 1, 2, 3 and 4, the patients went 
ten, nine, five and a half and eight years re- 
spectively after a diagnosis of renal tumor 
was made or after a secondary metastatic mass 
was palpated. Usually when patients with 
renal cancer are seen, the growths are relatively 
large, large enough to be palpated abdominally 
or to deform the renal contour and excretory 
passages by pyelogram. There is no way of 
knowing in these instances the duration of the 
pathologie process before it attained a size suf- 
ficient to be recognized by pyelogram or on 
physical examination. Unquestionably many of 
these tumors remain benign for a long period of 
time and some even when they do enlarge to a 
considerable degree, and remain so for a long 
period of time, may not give rise to any distinct 
metastases. Cases 1, 2, and 3 showed no evi- 
dence of visceral or osseous metastases or exten- 
sion to the perirenal fat up to and after nephrec- 
tomy. 


Rehn? called attention to the fact that unoper- 
ated hypernephroma frequently metastasizes 
late, and that on postmortem, even though the 
renal vein and vena cava were found occluded 
with tumor, no metastases could be found. Wal- 
ters, in a series of forty-one inoperable renal 
tumors, reported seven cases (17 per cent) who 
lived five years or more. Three lived five years, 
two eighteen years, and one fifteen years; one 
is still living and is beyond the five-year period. 
These patients had x-ray therapy but it is the 
belief of most urologists today that deep x-ray 
therapy for hypernephroma or adenocarcinoma 
has little or no effect. Berg? reported a case of a 
patient who went ten years after the tumor was 
palpated during an operation for acute gangre- 
nous cholecystitis. Smith and Shoemaker*® and 
Bland-Sutton* cite cases where the humerus was 


amputated for malignant metastatic disease sec- 
ondary to a renal neoplasm, and the patients 
lived five and six years respectively after the 
amputation. The primary growths in both cases 
were not removed, the patients refusing another 
operation. Albrecht’ relates an instance of met- 
astasis to the scapula from a renal growth. The 
secondary process was removed and four years 
later a nephrectomy was done. The patient was 
living and well two years and seven months 
after nephrectomy. Wolecott® describes a case of 
renal neoplasm found during an exploratory 
laparotomy. Nephrectomy was not performed 
and the patient lived six years after the laparot- 
omy. One of the cases under carcinoma of the 
kidney in the Atlas of Pathological Anatomy‘, 
was of a female patient who had a lump in the 
left groin for seven years. Barney® recently did 
a nephrectomy for cancer of the kidney on a 
female patient on whom he made the diagnosis 
by pyelogram ten years ago. The patient had 
intermittent hematuria for ten years. 


It has been repeatedly stated that adenocar- 
cinoma is more malignant than hypernephroma. 
This may be so, but so far as I know no con- 
clusive evidence has been brought forth to sub- 
stantiate this point of view. This question is 
intimately related to the natural history of 
renal tumors. If one exactly knew the ‘‘ dates 
of birth’’ of a series of both of these types of 
tumors, and followed their growth for years, 
this question would be solved. Until then any 
statement in regard to their relative malignancy 
is a mere conjecture. In this small series two 
were adenocarcinomas and two were hyper- 
nephromas. 

In Case 4 the patient presented a ‘‘lump’”’ 
over the midsternum as the initial sign. This 
later assumed a pulsatile character. By and 
large, a pulsatile mass occurs in aneurysm, 
hemangio-endothelioma and metastatic process- 
es from renal or thyroid malignancy. Berg? 
reported a case of a metastatic pulsatile mass 
low down in the pelvis which was felt on rec- 
tal examination and thought to be aneurysm. A 
small primary lesion was found in the kidney. 
Pasteur-Vallery-Radot’® described a case of a 
pulsatile mass situated at the level of a fracture 
of the humerus. It was synchronous with the 
pulse and a systolic blow was heard over it. 
Many more instances of pulsatile metastatic 
masses can be given (Dresser™', Taylor’). It 
would be pointless to list them. The fact that 
hypernephroma can and sometimes does give 
rise to pulsatile metastasis is significant. 


SUMMARY 


Four cases of renal cancer are presented that 
were diagnosed ten, nine, five and a half and 
eight years previous to nephrectomy or, in one 
case, previous to autopsy. <A pulsatile metas- 
tatic process to the sternum was present in one 
of them. 
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CONCLUSION 


(1) Some renal cancers are very slow grow- 
ing tumors. 

(2) Renal cancer may be present for years 
without giving rise to metastases. 

(3) Hypernephroma may give rise to pul- 
-satile metastasis. 
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LATENT SYPHILIS 


BY EDWARD WINSLOW KARCHER, M.D.* 


J ATENT syphilis is one of the great problems 

4 in syphilology, indeed, in all medicine. Many 
eases of it that formerly escaped detection are 
now being found as a result of the development 
of sensitive flocculation and precipitation tests 
and the commendable practice of having one or 
more of them performed routinely as a part of 
all physical examinations. The general practi- 
tioner, who discovers a large percentage of these 
eases, will not find much light on the subject 
in the books in his library although the matter 
is adequately covered, to the extent of our pres- 
ent knowledge, in the new literature on syphilis 
written for the specialist. It is my purpose, 
therefore, to discuss latent syphilis, not with 
the idea of adding to what is already known 
to the few but in order to disseminate this 
knowledge more widely among those who only 
oceasionally treat these patients. 

In defining our subject we must distinguish 
between clinical, pathologic, and _ serologic 
latency, remembering that ‘‘latency’’ is a rela- 
tive term and that when it occurs during the 
first four years of the infection, it is called 
‘‘early’’; thereafter, when the patient’s natural 
resistance has become fully established, it is 
“‘late’’. 

By clinical latency we mean that syphilitic 
infection is present and frequently may be active 
though a careful study fails to reveal any evi- 
dence of activity. Pathologic, or true, latency is 
a condition in which the spirochetes though 
present in the various lesions throughout the 
body are held in a state of absolute inactivity. 
Because the presence of pathologie latency is 
impossible to prove during the life of the pa- 
tient, many syphilologists doubt its existence 
and believe that the course of untreated syphilis 
is one of slow degeneration. While it is true 
that many patients, if they live long enough, 
will develop grave lesions in the cardiovascular 

*Karcher, E@ward Winslow — Deceased, February 18, 1935. 


For record and address of author see “This Week's Issue,” 
page 280. 


or nervous systems, or benign lesions in the 
skin, mucous membranes, bones, or viscera, we 
do see many patients who seem to live in per- 
fect harmony with their spirochetes, and, except 
for a probable positive serum reaction, show no 
clinical evidence of infection, and they eventu- 
ally die from some unrelated cause. 


Serologic latency means that the serologic 
tests on blood and spinal fluid are negative. It 
is usually accompanied by clinical latency. It 
must be remembered, however, that there is con- 
siderable difference in the sensitivity of the 
various blood tests, and that a blood specimen 
may be negative by one test and positive by an- 
other. This fact has been most noticeable, and 
at times disconcerting, at the Massachusetts Gen- 
eral Hospital where for a number of years every 
blood specimen was examined by the Wasser- 
mann and the Hinton tests. The latter was 
found positive in many of the treated cases after 
years of continued observation and persistently 
negative blood Wassermann tests and spinal fluid 
tests. As we had considered these cases as prob- 
abiy cured, it is easy to see that ‘‘cure’’ like 
‘“lateney’’ is a relative term. 


In untreated syphilis the stage of latency fol- 
lows the spontaneous disappearance of the sec- 
ondary lesions and is probably due, as Kolmer 
states, to a combination of reduction of virulence 
in the spirochetes and a neutralization of their 
pathologie activities by cellular and humoral 
antibodies, especially the latter, as anything de- 
pressing the tissue immunity and resistance, like 
trauma or intercurrent infection, favors renewed 
activity and the reappearance of lesions which 
in turn stimulate antibody formation. The le- 
sions again disappear and the state of latency is 
reéstablished. In some patients this appearance 
of lesions is repeated again and again with their 
redistribution and with intervals of clinical 
lateney varying from months to many years, 
throughout the remainder of their lives. 

Infectious relapses as a rule are confined to 
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the first five years, and occur most often dur- 
ing the first two. Their lesions are frequently 
multiple and are prone to appear in the mouth 
or on the genitalia, and since they are the cause 
of more infections than are primary lesions, 
careful search should be made for them. The 
distinctive lesions (gummata) which usually oc- 
cur later are considered allergic reactions. They 
are not infectious and are single, as a rule. 
Transmission of syphilis by intercourse during 
latency must be given consideration, as a num- 
ber of investigators have found Spirochaetae 
pallidae in the seminal fluid in the absence of 
any clinically recognizable genital lesions. 

One must not infer, however, that because a 
patient does not develop any clinical signs of 
relapse that all is well. The true condition is, 
as Warthin pointed out and as Stokes stressed, 
that clinical latency is being maintained by an- 
tibodies developed in numerous spirochetal foci 
located in the capillaries of the visceral paren- 
chyma and in the cardiovascular and nervous 
systems, the so-called chronic inflammatory reac- 
tion. If enough natural resistance is not de- 
veloped, or if the patient is insufficiently treat- 
ed, these small, often microscopic, lesions tend 
to progress slowly but surely. They may be 
present for years without causing symptoms 
and may defy clinical recognition. Eventually, 
however, in many cases they produce serious le- 
sions: hepatic cirrhosis, aortitis, aneurysm, and 
the various types of neurosyphilis. The path- 
ology of these small foci is that of syphilis in 
general: chronic perivascular infiltration with 
lymphocytes and plasma eells, endarteritis, re- 
duction of the blood supply with ensuing de- 
generation of the parenchyma and _ replace- 
ment with scar tissue. 

In order to make a diagnosis of latent syph- 
ilis, it is essential that one should get a his- 
tory of syphilis or a positive blood test, accom- 
panied by a negative physical examination; or 
in the case of a female, the birth of a syphil- 
itic child. One should be very critical of a his- 
tory of syphilis as experience teaches us that 
many patients have been told, on insufficient 
evidence, that they have that disease. Of great 
help in determining the probability of infec- 
tion is a letter from the physician who made the 
diagnosis, stating signs and symptoms present 
at the time, and whether they were confirmed by 
a darkfield examination, spinal fluid examina- 
tion, or blood tests; if by the latter, how many 
specimens were found positive and by what lab- 
oratory. It is desirable, also, to obtain infor- 
mation regarding the age of the infection, the 
date treatment was started, the kind and amount 
of treatment given, and the character and sever- 
ity of any reactions. These data bear directly 
on the possibility of cure having been achieved 
and aid us in determining whether further 
treatment or periodic examination is indicated. 

On the other hand a negative history of syph- 


ilis is of no value as many patients with late 
syphilis (estimated by Moore as thirty per cent 
of all males and sixty per cent of all females) 
give no history of infection. Some of these pa- 
tients may have had lesions that, because of 
their insignificance or location, escaped detec- 
tion, or were incorrectly diagnosed, as occurs 
so frequently with extragenital chancres, while 
others may have had a symptomless infection, 
which Moore thinks oceurs with relative fre- 
quency and he hazards a guess that at least 
one man in every five and one woman in every 
three who acquire syphilis do so without ever 
developing any lesions recognizable as early 
syphilis. 

It is customary to accept as clinically latent 
those cases which in the presence of a com- 
pletely negative physical examination have a 
positive blood test. In fact it is often the only 
evidence of infection present. In such cases 
the blood test should always be repeated at least 
once, possibly in a different laboratory or by a 
different method. Serologists and syphilolo- 
gists generally agree that a technically correct, 
repeatedly and unqualifiedly positive reaction 
with any of the standard tests means syphilis 
if we can exclude yaws, relapsing fever, trypan- 
osomiasis, and possibly leprosy and malaria. 
After the primary stage, positive serology is 
the most trustworthy and sensitive indication 
of syphilitic activity. (A point to be remem- 
bered is that syphilis is not a respecter of class 
and the significance of positive serology should 
not be minimized, as is sometimes done, when 
found in a person considered ‘‘above suspi- 
cion’’. 

But repeatedly negative blood tests in un- 
treated cases do not mean that syphilitie infee- 
tion is not present as the spirochetes may be 
temporarily in check, or the foci may be so 
small that not enough reagin is being liberated 
into the blood stream to produce a positive re- 
action. Sometimes, as we have shown above, a 
blood specimen may be negative by one method 
and positive by a more sensitive one. Then, 
too, we have seen secondary syphilis and pare- 
sis, both of which we associate in our minds 
with positive tests, show repeatedly negative 
ones. 

The physical examination should be _per- 
formed thoroughly always and a search made 
for any clinical evidence of activity. Careful 
note should be made, also, of the presence of 
any concomitant disease. In the early cases the 
possibility of infectious recurrences should be 
kept constantly in mind, and a most thorough 
examination of the skin and mucous membranes 
made with special reference to mouth, genitals 
and anal regions, palms and soles. In the late 
cases attention must be given to the cardiovas- 
cular and nervous systems, liver, eyes and ears, 
as one or more of these parts are liable to be 
the site of crippling or killing lesions. Because 
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no one person can hope to master all these fields, 
the codperation of specialists is desirable. 

We have found the Hinton blood test very re- 
liable in determining the absence of neurosyph- 
ilis. Although I have not tabulated our re- 
sults, I venture to estimate that a negative Hin- 
ton test on the blood will be accompanied by 
a negative spinal fluid in ninety-eight per cent 
of eases. Since arriving at this conclusion I 
must confess that, although a spinal fluid exam- 
ination is always desirable, I have not so earnest- 
ly urged lumbar punctures if the Hinton test 
shows the blood persistently negative and there 
are no positive neurological signs or symptoms. 
If, however, the Hinton test is positive, I am 
very firm in my belief that a spinal fluid exam- 
ination should be made unless contraindicated 
by the presence of old age, pregnancy, advanced 
heart disease or arthritis. If the spinal fluid 
is found to be positive, the case is classified as 
neurosyphilis, and treated accordingly. 

While the Wassermann is the only finding in 
the spinal fluid diagnostic of syphilis, the cell 
count, total protein, globulin, and gold sol tests 
should always be done as these assist in deter- 
mining the intensity and type of involvement, 
and act as a check on the result of treatment. 
It must be understood that active vascular neu- 
rosyphilis and tabes are not infrequently ac- 
companied by negative spinal fluid. 

A large percentage of pregnant syphilitic 
women are in a clinically latent state and the 
presence of infection can be recognized only by 
positive serology or by the birth of a syphilitic 
child. It is because of this that in questionable 
cases, all the children should be examined. It is 
also well known that there is usually devel- 
oped a degree of resistance much greater than 
that present in non-pregnant women and in 
men. Kolmer says of this that ‘‘it would ap- 
pear that the enhanced immunity of the preg- 
nant subject is due to a reinforcement and if 
such is true, one naturally suspects that the 
new tissues of pregnancy are actively con- 
cerned in the process, since it has been shown 
that they are frequently infected.’’ At times, 
however, pregnancy may be accompanied by the 
most persistent lesions, suggesting a lowering of 
resistance. 

If, after thorough study, we have arrived at 
a diagnosis of latent syphilis, the question nat- 
urally arises as to the proper course to pursue. 
Our decision rests on a critical evaluation of 
the factors presented in the individual case and 
not on the simple and too frequently used for- 
mula: the patient’s blood test is positive, that 
means he has syphilis and the treatment of syph- 
ilis is arsphenamine. A discussion of these fac- 
tors should give us all a better understanding of 
the indications for treatment. 

The dangers of untreated latency and the 
fact that latency may be maintained through- 
out life have been discussed. 


to speculate on the probable outcome in a per- 
son with untreated latent syphilis. Moore says, 
‘Assuming that the disease has existed for at 
least four years, so that the patient’s own de- 
fense mechanism has had time to become firmly 
established, that searching physical examina- 
tion has revealed no lesions especially of the 
cardiovascular and central nervous systems, 
and that the cerebrospinal fluid is negative, one 
is probably justified in predicting that a given 
patient if he receives no treatment at all 

at best has only about 2 chances in 10 of de- 
veloping any serious trouble; at worst, not 
more than 3 chances in 10. If lesions do oeeur, 
there is probably not worse than an even chance 
that they will be incapacitating; and cardiovas- 
cular involvement is the chief serious risk which 
must be feared. The danger of the de- 
velopment of neurosyphilis (probably excepting 
only a more or less purely vascular involvement) 
is largely past by the time true latency . . . is 
achieved.’’ 

The prognosis in untreated early latency, i.e., 
of less than four years’ duration, is more indefi- 
nite as it is impossible to predict how adequately 
this defense mechanism will be developed. Until 
such time as we are able to determine accurately 
the outcome of the infection in each individual, 
treatment in some form is usually indicated, 
and, as shown by Moore, it will reduce the prob- 
ability of progression, relapse, and death from 
a probable twenty-five to thirty per cent to about 
five per cent, and the percentage of Wasser- 
mann positive but clinically latent cases from 
thirty-five to 7.5 per cent. The danger of death 
when the patient has had two years of modern 
treatment is estimated by Cole as 0.3 per cent. 

And so, having decided that treatment is in- 
dicated, we must ask ourselves what we hope 
to accomplish and how to achieve the maximum 
good with the minimum harm. Most eases of 
primary or secondary syphilis occur during the 
years of sexual activity. The patients are usu- 
ally in vigorous health and the spirochetes have 
not had time to barricade themselves behind 
fibrous walls or to cause any serious destruction 
in vital organs. Therefore an intensive rou- 
tine attack is generally applicable and will re- 
sult in a large percentage of what, to the best 
of our knowledge, may be regarded as cures. 
This therapeutic attack, an outline of which will 
be given, must be vigorous and continuous, our 
main reliance being placed on one of the ars- 
phenamines, the most potent and dangerous 
drug used in the treatment of syphilis. The 
earlier treatment is started, the better the 
chance for cure, our dependence being on the 
drugs rather than on the patient’s natural re- 
sistance. In this type of case, and early la- 
tency may be included, we are justified, because 
of the possibility of eradicating the disease and 
because the age of the patient is favorable, in 
taking more chances than would be advisable in 


It is interesting late cases. 
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Following the secondary stage, the probabil- 
ity of cure diminishes with the passage of time 
and after an indefinite period (placed by Moore 
at more than four years), biological cure is rare- 
ly achieved. This being so, we can in those eases 
where latency has been established temper our 
therapeutic attack to conform to the indications 
present. If we can prevent infection in others 
and maintain a state of latency throughout a 
long and uneventful life, even though at autopsy 
the pathologist finds a few spirochetal rests, we 
have accomplished all that is possible with our 
present knowledge. 


As has been mentioned, in early syphilis our 
therapeutic attack is led by one of the ars- 
phenamines. In contrast, when treating late 
syphilis whether with obvious lesions or when 
the disease is considered latent, one should make 
a hard and fast rule to start with the less po- 
tent drugs such as mercury, the iodides, or bis- 
muth. This is called preparatory treatment and 
should continue for one or two or three months, 
or even more as in cirrhosis of the liver, before 
arsphenamine is even considered. (If arsphen- 
amine is finally given, not more than 0.1 Gm. 
should be administered in the first dose even 
though there appears to be no contraindication. ) 
This rule, to be sure, is broken frequently and, 
in a vast majority of cases, without any serious 
trouble ensuing, but serious accidents, including 
death, doubtless occur with more frequency than 
we can know as they are not generally pro- 
claimed. They must be guarded against since 
they are in large part preventable, and adher- 
ence to the rule will do much. 


These accidents are due to what is known as 
the Jarisch-Herxheimer reaction, or therapeutic 
shock, which manifests itself by causing an ex- 
acerbation of syphilitic lesions associated with 
hyperemia and edema. The physician can do 
much to avoid such complications by refusing 
to allow himself to be hurried, and by working 
to promote a slow though steady resolution of 
the lesions and the establishment of the best 
possible collateral circulation. 


While mercury and bismuth may cause mild 
reactions, arsphenamine, probably because of its 
greater spirocheticidal properties, is the chief 
offender. This trouble is caused, it is thought, 
by the rapid destruction of large numbers of 
spirochetes and the liberation and absorption 
of their endotoxins. There must be, however, 
another factor involved, since these accidents 
may occur with the treatment of late lesions 
which do not contain many spirochetes. This 
reaction, if it is to occur, will follow the first 
dose provided that the amount and the quality 
of the drug are correct. There will be noticed 
about two hours after the injection a constitu- 
tional reaction with a fever running from 100° 
to 103° or more and lasting from six to twenty- 


four hours. Locally there will be an exacerba- 
tion of existing lesions and frequently the ap- 
pearance of a roseola and urticaria-like lesions 
which may last a day or two. 


The appearance of the reaction in primary or 
secondary syphilis is usually of no great im- 
port, whereas a similar reaction with edema in- 
volving lesions in some vital organ may result 
in serious symptoms or death. Coronary occlu- 
sion is probably the most common cause of death 
resulting from this complication, though an- 
eurysmal rupture, cerebral hemorrhage, laryn- 
geal occlusion, ascites, jaundice, or acute al- 
buminuria may occur. The medical care should 
be along common sense lines. 


In early lateney the possibility of the infec- 
tion being transmitted to others including the 
progeny should be borne in mind and precau- 
tions taken. As we depend in large part on the 
developed resistance in maintaining the state 
of latency, avoidance of injury, mental and 
physical strains, will be helpful as will the usual 
hygienic measures such as fresh air, good food, 
and an adequate amount of sleep. Liquor in 
moderation to those accustomed to it may be al- 
lowed and smoking is permissible, except in the 
presence of recurrent infectious mouth lesions 
or leukoplakia. Foeal infections, not overlook- 
ing the prostate, should be eradicated if possible 
as their products apparently are factors in the 
production of treatment reactions. Special at- 
tention should be given to the bowels and kid- 
neys since they are the organs chiefly concerned 
in the elimination of the drugs used at this time. 
The condition of the kidneys was included in 
the physical examination. If albumin or other 
abnormal findings are present, this fact should 
be given due consideration in the treatment 
scheme, remembering that renal irritation is 
more likely to be caused by mereury than by 
bismuth or neoarsphenamine. In such cireum- 
stances the urine should be examined before 
each succeeding injection and future treatment 
determined by the findings. The prevention of 
stomatitis is also of great importance and may 
be accomplished by oral hygiene and dental 
care. 


As with many things in life, the treatment of 
syphilis is a compromise. The physician, be- 
cause it requires less time and skill, may sub- 
stitute neoarsphenamine for the more efficacious 
arsphenamine; the patient because of expense, 
discomfort of injections, or inertia, may not be 
willing to come two or three times a week for 
an injection of soluble mercury or bismuth, 
though in his particular case one of these prepar- 
ations may be especially indicated; again the 
patient may take an occasional mercury pill but 
may balk at inunctions. In spite of these diffi- 
culties, efficient treatment for latent syphilis 
can be planned which will require, except pos- 
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sibly during the first two weeks in early latency, 
only one visit a week and which will reduce the 
pain and discomfort, and will minimize the cost. 
This will be of great assistance in maintaining 
recularity throughout the duration of the treat- 
ment period. 

Detailed discussion of the drugs used in the 
treatment of syphilis is beyond the scope of this 
paper though for our purpose brief mention is 
necessary. Arsphenamine (‘‘606’’) is general- 
ly admitted to be the most efficacious spiro- 
cheticidal agent we possess and is to be pre- 
ferred in the treatment of early syphilis espe- 
cially. Because of technical difficulties in its 
preparation and administration, as well as the 
ereater frequency of reactions following its use, 
neoarsphenamine is used as a substitute by prac- 
tically all general practitioners and many 
syphilologists. Therefore in outlining treatment 
in this paper, neoarsphenamine will be the 
arsenical used unless otherwise stated. 

Believing as I do that large doses, i.e., 0.9 
Gim., besides being more toxic, exert a depress- 
ing effect on the patient’s natural resistance and 
defeat in part the purpose for which the drug 
was given, I suggest a maximum dose of 0.6 Gm. 
which I believe will accomplish all the good pos- 
sible with less danger of harm. An arsenical 
course will consist of ten injections. The dosage 
in patients under 120 lbs. including children 
is figured on a basis of 0.1 Gm. to twenty lbs. 
body weight. I do not advise smaller doses in 
females as I have found that females weighing 
120 Ibs. or thereabouts generally have fewer 
reactions than do heavyweight prize-fighters or 
policemen weighing 200 Ibs. 

The initial dose in early lateney should not 
be more than one-half the maximum dose for the 
individual. In late latency, to guard against 
serious reactions occurring in clinically unrec- 
ognizable lesions, I repeat that the initial dose 
should always be small, i.e., 0.1 Gm.-0.15 Gm. 
Each succeeding dose in the absence of contra- 
indications may be increased approximately 0.15 
Gm. until the maximum for the individual is 
reached. Though the maximum dose of 0.6 Gm. 
is used by many syphilologists in the treatment 
of pregnant women without ill effect, it has been 
our custom, because of the additional burden 
pregnancy places on the patient, to be content 
with a dose of not more than 0.45 Gm. unless 
the infection is in the primary or secondary 
stage in which case a dose of 0.6 Gm. is advisable. 

Bismuth ranks next to the arsenicals as a 
spirocheticidal agent and has largely replaced 
mereury in the treatment of syphilis. There 
are many so-called soluble and insoluble prep- 
arations on the market. An insoluble oil sus- 
pension is suited for our purpose and of the 
many, I, personally, use either bismuth salicy- 
late or iodobismuthate of quinine in doses of 
0.2 Gm. at weekly intervais for fifteen injections. 


(Larger doses produce no better clinical results 
and carry more danger of stomatitis.) Of the 
two preparations the latter is less painful, in 
fact I think it is the least painful of all bis- 
muth preparations and is less likely to cause a 
bismuth line or stomatitis than the salicylate, 
probably because of a lower metallic bismuth 
content. The manufacturers claim the iodo- 
quinine molecule exerts a synergic action, but I 
judge its therapeutic action about the equal 
of the salicylate. A desirable feature of the 
insoluble forms of bismuth, as with mercury, is 
that they are slower of absorption and their 
action is of longer duration than that of the sol- 
uble forms. 

Mercury, except for its use in preparatory 
treatment and in old people with an infection of 
long duration, does not play any part in my 
treatment plans. It may be taken by mouth 
alone or with iodides and accomplish its pur- 
pose without the pain of injection and the 
time-consuming, messy inunctions, though gas- 
trointestinal upsets are more prone to occur. 
Any of the following tablets may be used three 
times a day, after meals. The dosage is for 
adults. 

R Hydrargyri chloridi corrosivi 
Extracti glycyrrhizae 

BR Hydrargyri cum creta _ gr. ii to iii 

R Hydrargyri protoiodidi gr. 1/4 to 1/2 


gr. 1/16 


Of the iodides, potassium, though not so well 
borne as sodium, has greater therapeutic value 
and is our choice. An ascending dose of gr. 
v-xxx well diluted with water or milk, three 
times a day on an empty stomach, is usually 
well borne and sufficient for our needs. It may 
be used alone or in conjunction with any of the 
drugs mentioned. A common method is to take 
it for two months and then omit for two months. 
In the days when mercury and iodides were our 
only weapons in the attack on syphilis, the 
iodides were indispensable in treating the late 
manifestations. This is no longer true and to- 
day we need not be disturbed, as a rule, if. be- 
cause of reactions, we are forced to discontinue 
the use of iodides as both the arsenicals and 
bismuth will cause granulomatous infiltrations 
to be absorbed with even greater rapidity if 
this should be desirable as in gumma of the 
palate with impending perforation. 

In contrast to syphilis with clinically recog- 
nizable lesions where a definite line of attack is 
clearly indicated, late syphilis offers the clin- 
ician an opportunity to exercise his judgment 
to the fullest extent, and a marked difference of 
opinion regarding treatment may be found 
among those with equally extensive clinical ex- 
perience. As a basis for comparison I submit 
the following treatment scheme which has 
proved satisfactory and applicable to the aver- 
age adult with early syphilis. Every syphilolo- 
gist has his own favorite scheme but the opin- 


ion is practically unanimous that continuous 
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treatment with alternating courses of an ar- 
senical and a heavy metal, preferably bismuth, 
for at least one year, is essential to the best 
results. 

Of neoarsphenamine the first injection is 0.3 
Gm.; the second 0.45 Gm. and succeeding ones 
0.6 Gm. The first five injections are given at 
three to four day intervals and at the time of 
the fifth, also an injection of bismuth salicylate 
0.13 Gm. is given. The next five injections are 
given at weekly intervals and each is accom- 
panied by an injection of bismuth salicylate 
0.13 Gm. The neoarsphenamine is then discon- 
tinued and an injection of bismuth salicylate 
0.2 Gm. is given at weekly intervals for six 
weeks, making a total of ten doses of neoars- 
phenamine and twelve of bismuth for the first 
course. One week after the last bismuth injec- 
tion, a specimen of blood is taken for a test, and 
neoarsphenamine in 0.6 Gm. doses is resumed at 
weekly intervals for ten injections, followed in 
turn by weekly injections of bismuth salicylate 
in 0.2 Gm. doses for fifteen weeks. This consti- 
tutes the second course and on the following 
week a third similar course is started. These 
three courses total thirty doses of neoarsphen- 
amine and forty-two of bismuth with an elapsed 
time of sixty-three weeks. 

If the case was one of primary syphilis with 
a negative blood test at the time of the first and 
second injections and thereafter, treatment may 
now be discontinued. If, however, any of these 
blood tests were positive, the case must be con- 
sidered as sero-positive primary and treatment 
continued as in secondary syphilis, and further 
treatment must be resumed after one month’s 
rest. It consists of another course of neoars- 
phenamine and bismuth similar to the second 
and third. In those cases where the blood re- 
action became negative after the first course 
and where there was no clinical or serologic re- 
lapse, treatment may be discontinued. If such 
relapse had occurred, it may be advisable, in 
those who are young and plan to marry and 
raise a family, to allow another one month’s 
rest period followed by another course of treat- 
ment similar to the second, third, or fourth, or 
the bismuth injections alone. 

Following completion of treatment in these 
early cases a lumbar puncture is advised, though 
as previously mentioned, a persistently nega- 
tive Hinton blood test will be accompanied by 
a negative spinal fluid test in about ninety- 
eight per cent of the cases. It must be remem- 
bered that it is much better to detect an asymp- 
tomatic neurosyphilis at this time than years 
later. During the ensuing year, the patient 
should be examined and his blood test done 
every three months; the following year every 
six months; and then once a year throughout 
his life. 

The treatment outlined for early syphilis is 
generally applicable to cases of early latency as 


in these also one must consider the danger to 
others and the possibility of cure. Therefore 
a poorly treated or untreated patient with early 
latency should receive enough treatment to 
equal this standard. This is essential though 
the blood tests are negative, for this negativity 
is probably of a temporary nature and both 
serologic and clinical relapse will eventually 
occur. 

In late latency, i.e., an infection of four years 
or longer, the patient has had ample time to 
develop his natural resistance and the danger of 
transmitting the disease, except by the fe- 
male to her progeny, is largely, though not en- 
tirely, past. 

In addition to the danger of transmission and 
progression of the disease which has been dis- 
cussed, our decisions as to treatment are based 
on a consideration of other factors, such as the 
age of the patient, duration of the infection, 
marital status, sex, and blood serology. The 
age of the patient is not always given the con- 
sideration it deserves. The life expectancy of 
those up to the arbitrary age of fifty is usually 
of sufficient length to allow crippling or fatal 
lesions to develop before the patient has passed 
his years of physical activity, and the indica- 
tions for fairly intensive treatment seem clear- 
ly indicated if the blood is positive and little or 
no treatment has been given. While these pa- 
tients are to be considered more as individuals 
than those with early syphilis, it is desirable for 
practical purposes to have a basic treatment 
scheme which should be followed unless there 
are definite contraindications in the individual 
case. 

The dangers attendant on the use of arsenicals 
in late syphilis without preparatory treatment 
have been discussed and apply to late latency 
as well because of the possibility of unrecogniz- 
able lesions being present. Therefore it is ad- 
visable to start treatment with the more slowly 
acting drugs such as the iodides, mercury, or 
bismuth. Potassium iodide, gr.v-xxx, is given 
for the first two months and then omitted for 
two months. This sequence may be carried on 
throughout the duration of treatment and so 
arranged that iodides will be taken during rest 
periods. In conjunction one may prescribe any 
of the mercury pills already mentioned, to be 
taken for one month. Bismuth salicylate, 0.2 
Gm., at weekly intervals for from four to fifteen 
injections is often preferable. If the infection 
is of ten to twenty years’ duration, I believe 
it is advisable to give the whole course of fif- 
teen bismuth injections before starting neo- 
arsphenamine, which may be given at weekly 
intervals starting with 0.15 Gm. and increasing 
each dose by that amount until the maximum of 
0.6 Gm. is reached. This dose should be con- 
tinued until a total of ten injections has been 
given. A complete course consists of ten injec- 
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tions of neoarsphenamine and fifteen of bismuth 
salicylate; four such courses are usually given 
with a month’s rest period between the third 
and fourth. In patients who we feel should be 
less intensively treated, we may give a rest 
period between the first and second courses also, 
or we may omit the last neoarsphenamine course 
and substitute bismuth with two months’ rest 
periods between the last bismuth courses, always 
finishing with a bismuth course because of the 
sustained protection it affords. 


If the blood test remains positive, one may 
follow this course with one of bismuth each year 
for several years. If the patient when first 
seen has received a known amount of treatment 
within several years, it may be advisable to give 
only enough more to bring the total to four 
courses, or if the blood tests were repeatedly 
negative, to withhold treatment entirely and re- 
éxamine two or three times each year. Any 
marked reduction in the total number of injec- 
tions is inadvisable as it is known from clinical 
experience that the approximate number advised 
will produce a maximum result without undue 
hardship on the patient. 

In discussing the treatment of late latency I 
included those persons up to the age of fifty. 
Naturally there is no precise age limit when one 
can say those younger than this should have 
this amount of treatment and those that are 
older should have none. One man at fifty-five 
or sixty may be far more vigorous and have a 
longer life expectancy than another at forty- 
five, and furthermore if his infection is of rela- 
tively short duration he might need more treat- 
ment than the younger man. Generally speak- 
ing, however, a patient with late latent syphilis 
at the age of fifty-five or above will require lit- 
tle or no treatment. At the lower age possibly 
the iodides and two or three courses of bismuth 
with three months’ rest periods will be all that 
is required, or in the oldest group iodides and 
mereury pills, or nothing at all. It is surpris- 
ing, too, how much better these old people some- 
times feel after taking potassium iodide and 
mereury pills for a month. 

The duration of the infection should be as- 
certained, if possible. It is of more importance 
than the patient’s age, as old age is not a contra- 
indication for intensive treatment in the pres- 
ence of infectious syphilis. The dangers and 
treatment of infections of various durations have 
been discussed. 

The presence of syphilitic infection in one of 
a family calls for a thorough examination of the 
other members, and the institution of appropri- 
ate preventive or therapeutic measures. Treat- 
ment of the husband is directed first toward the 
prevention of infection of the wife and second- 
ly toward the prevention of the development in 
later years of crippling or killing lesions which 


in many cases leave the family dependent on 
charitable aid for their existence. If the wife 
alone is infected, appropriate measures should 
be instituted to prevent infection of the hus- 
band and progeny. Frequently our only means 
of detecting latent syphilis in a woman is by 
the presence of an infected child. It is generally 
admitted that infection of the fetus occurs 
through the placenta and that the mother is al- 
ways syphilitic even though she is clinically 
and serologically negative. 


Theoretically, infection of the fetus may take 
place at any time during pregnancy; but recent 
investigations suggest that infection does not 
take place until after the placenta has become 
attached, i.e., about the fifth month. The pre- 
vention of fetal infection is almost always pos- 
sible if the disease in the mother is recognized 
and treated before or early in the course of 
pregnancy. This being true, it would seem 
that we should be required by law to have a 
blood test of every pregnant woman, regardless 
of her station in life, as soon as pregnancy is 
determined. All too frequently, a blood test, if 
done at all, is done so late that the golden op- 
portunity for efficient treatment is lost. The 
best results are obtained when treatment is 
given before and during pregnancy. But re- 
gardless of the delay in seeing the patient, she 
should be treated to term as a little treatment 
is better than none. 

A general outline for the treatment of a preg- 
nant woman in the stage of latency is as fol- 
lows: Treatment should start as soon as the 
infection is determined, the earlier the better, 
and should continue to term without any rest 
periods. The possibility of toxemia should be 
kept in mind and the urine and blood pressure 
examined each week, especially during the later 
months. The dose of neoarsphenamine should 
not exceed 0.45 Gm. and that of bismuth not 
over 0.13 Gm. Because of the possibility of 
renal irritation bismuth with its long-continued 
action, especially in the insoluble forms, should 
not be given after the seventh month. Courses 
of neoarsphenamine alternating with bismuth 
should be arranged according to the time at 
our disposal. The usual courses of fifteen bis- 
muth injections may be shortened to allow for 
a course of neoarsphenamine during the last 
two months. 

The treatment of early and late latency is 
based on the same principles that apply to the 
acquired form. In early latency inaccessible 
veins may make intramuscular injections of ar- 
senicals necessary and if so, sulpharsphenamine 
in concentrated solution is the drug of choice. 
The courses are essentially the same and the 
dosage based on the patient’s weight. Like- 
wise in late latency the plan outlined for the 
acquired form is applicable and is given to pre- 
vent, if possible, the occurrence of interstitial 
keratitis and nerve deafness. The danger of 
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transmitting the disease has passed and I have 
never seen an unquestionable case of third gen- 
eration syphilis. 


Positive serology plays a large part in the de- 
tection of latent syphilis and its frequent per- 
sistenee, (in the so-called Wassermann-fast or 
serologie-fast cases) despite intensive treatment, 
causes the patient and the physician much con- 
cern. As has been mentioned, this positivity 
varies with the sensitivity of the test employed. 
My experience with routine Hinton, Kahn, and 
Wassermann tests on private patients, exam- 
ined in Hinton’s laboratory during the past five 
years, has shown the Hinton test to be the most 
sensitive and without loss of specificitv; the 
Kahn rates next, but it is so unusual for either 
the Kahn or Wassermann to be of any help that 
this procedure has been discontinued as a rou- 
tine measure and reliance placed on the Hinton 
alone. Serologic fastness can be prevented in 
practically all cases if the treatment outlined 
for early syphilis is given during the primary 
or secondary stages. Faced with its presence, 
we must search thoroughly for lesions especially 
of the cardiovascular and nervous systems, vis- 
cera and bones, as involvement of one or more 
of these structures is frequently found to be 
the cause of this persistent positivity. If none 
is found, one must assume their presence, though 
they are too small for clinical recognition. 

I believe with Kolmer that fixed positivity 
means the presence of active foci and I advise 
treatment as outlined for late latency followed 
by reéxamination at least once a year. I feel 
that it is a mistake to lay much stress on the 
result of blood tests as the patient is likely to 
exaggerate their importance and if one becomes 
negative, to stop treatment in early syphilis, 
or to worry unnecessarily if it remains posi- 
tive. Moore states that the studies of the Codp- 
erative Clinical Group have shown that in la- 
tency, Wassermann-fastness is not of grave sig- 
nificance, that relapse and progression are no 


more frequent among Wassermann-fast patient 


than in those with more easily reversible tests 
and that the tendency toward spontaneous re- 
versal of the Wassermann after treatment is 
the rule. 


Operations on a patient with a positive blood 
test, except in an emergency, should be delayed 
until after one or two months’ treatment has 
been given. Treatment should, of course, be 
resumed after the operation. Surgeons often 
refer patients for treatment with the remark 
that they will operate when the blood becomes 
negative. This is entirely unnecessary and in 
many with late latency would mean that the 
patient would forever be deprived of the ben- 
efit of surgery as it may be impossible to reverse 
his blood to negative. The danger lies in oper- 
ating on gummatous lesions as it is unusual for 
uninvolved tissue to show any indisposition to 
heal. 


It must be remembered that there is no posi- 
tive test during life to determine the presence 
of cure or pathologie latency and that all pa- 
tients who have had syphilis should be exam- 
ined at least once a year throughout the remain- 
der of their lives. I wish, also, to call attention 
to the fact that we do not know the exact amount 
of treatment necessary to accomplish our purpose 
in each or any individual. One-half of the treat- 
ment outlined may cure a given case and twice 
as much may not prevent progression in an- 
other. To some the treatment herein outlined 
may seem excessive, but experience has shown 
that it will accomplish more good than marked- 
ly lessened amounts without increasing the inci- 
dence of serious complications which after all 
usually occur at the beginning or early in the 
course of treatment. 
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MYXEDEMA HEART WITH CONGESTIVE HEART FAILURE 


AND POLYSEROUS EFFUSIONS* 


BY LEWIS M. HURXTHAL, M.D.t 


UFFICIENT evidence has accumulated in the 
literature to show conclusively that the 
heart in high grade myxedema undergoes phys- 
iological changes which may be demonstrated 
by cireulatory, roentgenologic, and electrocar- 
diographie studies. In 1929 observations were 
begun in this Clinie on the heart in cases of 
myxedema before and after treatment. Our 
findings were in accordance with previous and 
subsequent papers which demonstrated a shrink- 
age in the size of the heart shadow after admin- 
istration of desiccated thyroid? * 3 * 5 6 7, % 12, 13, 
14,15,16 Since so few of the recorded cases im 


*From the Department of Medicine, Lahey Clinic, Boston. 
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the literature have shown such striking evidence 
of congestive heart failure as was present in one 
of our cases, it is being herein reported. 

That the enlarged heart shadow found in 
eases of myxedema is not entirely due to dila- 
tation, in some instances at least, has been dem- 
onstrated by Gordon’ and Freeman’, both of 
whom withdrew large amounts of fluid from the 
pericardium. Pericardial effusion was suspected 
in our ease. A pericardial tap was attempted 
but no conclusion as regards the presence of 
pericardial effusion could justifiably be made 
although there was no doubt that the pericar- 
dium had been punctured. In both eases re- 
ported by Gordon and Freeman there was also 
evidence of dependent edema and in one the 
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liver was enlarged. Zondek' and Fahr* have re- 
ported instances of congestive heart failure in 
myxedema. 

CASE REPORT 


The patient was an American-born woman, sixty- 
three years of age. She had been married forty 
years and had two children, one of whom was living 
and well. Her husband was living but in poor 
health. She entered the Clinic on October 23, 1929. 

The chief complaint was shortness of breath and 
swelling of the abdomen. In January of the same 
year she had had an acute illness, called ‘“‘flu.” 
Four months later she began to notice dyspnea. In 
August the dyspnea had increased and while having 
a dress fitted she noted that her abdomen was en- 
larged. From August until October dyspnea fur- 
ther increased and orthopnea appeared. She fur- 
ther stated that she had always felt colder than 
other people and as a consequence had worn more 
clothes. Perspiration had been practically absent 
for a long time and her speech had always been 
slow. During the year before admission she felt 
that she had slowed down both mentally and phys- 
ically. She was referred to the Clinic by Dr. E. R. 
DeRoma of Walpole, Massachusetts, who made the 
diagnosis of myxedema. Upon advice of her physi- 
cian she had taken desiccated thyroid but not ac- 
cording to directions, omitting it frequently. She 
felt that it upset her stomach, made her constipated, 
and increased the stiffness of her joints. 

Her past history revealed that she had had scar- 
let fever and typhoid fever. In 1889 one tube and 
ovary had been removed. The menopause occurred 
at forty-nine years of age and there had been no 
flow since that time. Her average weight was ap- 
proximately 145 pounds. One year before admission 
it was 151 and in September, 1929, two months 
before admission, it was 162. In 1926 she had had 
“eczema” and for years had had “rheumatism”. 

On physical examination there was no question 
as to the presence of myxedema. The bloated 
facies, the dry skin, the retarded mental state were 
all present. The neck veins were prominent; the 
thyroid could not be palpated. The heart appeared 
enlarged to percussion, the rhythm regular, the 


A. Seven-foot roentgenogram, taken October 26, 1929, before 
treatment. 


sounds distant and of poor quality. The blood pres- 
sure was 155 systolic, 110 diastolic; there was a 
paradoxical pulse; the rate was 60. There was a 
hydrothorax on both sides, apparently more marked 
on the left. The margin of the liver was down low 
as revealed by palpation and there was tenderness 
in this area. The abdomen was distended and it 
was thought that a definite fluid wave could be 
elicited. There was pitting edema of the lower 
legs, thighs, and sacral region. The patient 
breathed comfortably only when propped up in a 
semi-reclining or sitting position. 

The patient was sent to the hospital and the ac- 
companying observations were made the following 
day: 

The basal metabolic rate was —36, the pulse 60 
to 72, the blood pressure 172/100, and the weight 
152% pounds. The red blood count was 3,760,000, 
white blood count 6,500, and hemoglobin 65 per cent 
by the Sahli method. The differential count showed 
60 per cent polymorphonuclears, 29 per cent lympho- 
cytes, 6 per cent monocytes, 3 per cent eosinophiles, 
and 2 per cent basophiles. The blood smear ap- 
peared normal. The blood nonprotein nitrogen was 
33 milligrams per 100 cc. The Wassermann reac- 
tion was negative. Phthalein excretion was 35 per 
cent in two hours with a urine volume of 290 cc. 
The urine contained no albumin or sugar, showed a 
specific gravity of 1.008, and a neutral reaction. 
The sediment was negative. Other twelve-hour 
specimens of urine varied in specific gravity from 
1.007 to 1.018. 

The seven-foot roentgen-ray exposure of the 
heart and the electrocardiogram taken on October 
26, 1929, as well as subsequent observations, are 
shown in plates I and II. The clinical course as 
shown by the clinical chart is reproduced in fig. I. 


PLATE I. 


B. Seven-foot roentgenogram taken November 26, 1931; roent- 
genograms taken a month after treatment as well as recently 
(1934) are essentially the same as shown above. 
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On the third day of the hospital stay paracentesis 
of the pericardium was attempted. A moderate- 
sized needle was inserted through the chest wall at 
a point lateral to the usual position of the apex. 
Fluid was immediately encountered but after a few 
cubic centimeters were withdrawn the flow ceased. 
The needle was then pushed in a little farther when 
it was apparent that it was touching the heart mus- 
cle. No fluid could be obtained and the needle was 
withdrawn as it did not seem desirable to poke 
about especially if the heart was dilated. No con- 
clusions could be made from this attempt because 
I am not certain that the fluid came from the pleural 


PLATE II. 
cardiograms taken before, 10 days and 30 days after treatment. 


Leads I, II, and III (top to bottom) of electro- 
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FIGURE I. 
sure, and Weight during treatment with 1/80 grain thyroxin 
(Squibb) daily, beginning October 27, 1929. 


Chart of Basal Metabolism, Pulse, Blood Pres- 


or from the pericardial cavity. The amount with- 
drawn was not sufficient to determine the specific 
gravity. 

Thyroxin (1/80 grain)’ was given daily after the 
first metabolism was determined. No other medica- 
tion was administered. During the first four or five 
days in the hospital, the patient slept a greater 
part of the time. This lethargy gradually passed 
away so that by the end of two weeks she was men- 
tally alert. All evidence of edema had disappeared 
and there remained only a small amount in the 
left pleural cavity. 


The patient was incapacitated for a few weeks 
after leaving the hospital but by the end of two 
months was able to resume her normal activities. 
About eight months later she developed pain in the 
back and rather severe attacks of sciatica. Follow- 
ing tonsillectomy on August 26, 1930, physiotherapy, 
and the wearing of a fitted corset, these complaints 
ceased. The patient now considers herself in fairly 
good condition for her age, which is sixty-eight. She 
does most of her housework. She sleeps well, eats 
normally, and is not bothered with dyspnea or palpi- 
tation. The optimal dose of thyroxin has been es- 


tablished at 1/80 grain five times a week. 


The blood pressure has not changed remarkably 
throughout, although there has seemed to be a lower 
average diastolic pressure since taking thyroxin. In 
a roentgen plate taken at the time she had sciatica, 


PLATE III. Roentgenogram of abdominal aorta 
extensive calcification. 


showing 


evidence of marked arteriosclerosis was found as 
shown by calcification of the abdominal aorta and 
iliac vessels. (Plate III.) 

Observations of the Basal Metabolic Rate, Pulse, 
Blood Pressure, and Weight after leaving hospital: 


Date 1-11-30 8-27-30 3-3-3831 3-5-32 4-1-33 3-31-34 
BMR —2 +1 .—5 —-4 +4 +6 
Pulse 70 74 75 64 64 72 
B. P. 184/76 180/90 170/60 134/73 196/90 160/80 
Weight 118% 145 1383 185% # £139 
Dose of 

1/80 grain 

Thyroxin 31% 4 4 4 5 5 
Tablets 


per week 
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DISCUSSION 


There can be little doubt that this case was 
one of severe myxedema with the usual clinical 
features of congestive heart failure. Whether 
the fluid as found in the pleural, pericardial, 
and abdominal cavities in such cases is the di- 
rect result of congestive heart failure or is part- 
ly an exudative accumulation from myxedema 
per se is not as yet proved. In the case de- 
scribed by Freeman, diagnosed as chronic peri- 
carditis and effusion, withdrawal of the fluid 
alone was followed by marked improvement for 
three months. This observation, I believe, is the 
most important one yet recorded in relation to 
this question. Had the heart failure and con- 
sequently the patient’s disability been entirely 
due to myxedema alone, it would seem unlikely 
that he would have received so much benefit 
from the pericardial tap without administration 
of thyroid. I believe, therefore, that one is 
justified in concluding that the end result as 
illustrated by the case reported here comes about 
as follows: first, the absent or diminished secre- 
tion of thyroid causes the heart to dilate and 
become sluggish ; secondly, in severe cases, serous 
fluid accumulates, probably as an exudate, in 
the various cavities; and thirdly, the combined 
effect of a sluggish heart and the mechanical em- 
barrassment of the heart by the serous fluid pro- 
duces the clinical picture of congestive heart 
failure. 

From a therapeutic point of view, it makes 
little difference which theory is correct as the 
administration of desiccated thyroid or thy- 
roxin alone suffices to relieve the patient entire- 
ly. This subject has, however, an important 
bearing on the recent therapeutic procedure of 
total thyroidectomy*’ for congestive heart fail- 
ure. If such an extreme state of circulatory 
failure can result from marked myxedema, it 
would seem that the production of myxedema 
might well defeat the purpose for which it is in- 
tended. The reported cases of myxedema which 
show congestive heart failure have apparently 
been of severe type. Thus, it would appear that 


following total thyroidectomy, only a mild or 
moderate degree of thyroid deficiency should be 
allowed to develop and that a small amount of 
desiccated thyroid should be given to prevent 
severe myxedema. 


CONCLUSION 


A ease of severe myxedema is presented in 
which there were the usual signs of congestive 
heart failure and polyserous effusions. The pa- 
tient has been under treatment for six years and 
continues to be well. It is suggested that the ap- 
pearance of congestive heart failure is the re- 
sult of myxedema heart and the mechanical em- 
barrassment of the circulation occasioned by the 
accumulation of effusions which are the result of 
myxedema and not of heart failure. The pos- 
sible relationship of this syndrome to total thy- 
roidectomy is discussed. 
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CANCER EDUCATION IN MEDICAL SCHOOLS* 


BY ROBERT B. GREENOUGH, M.D. 


WANT to thank you for your courtesy and 
your indulgence in inviting me to deliver the 
Eleventh Lewis Linn McArthur Lecture of the 
Frank Billings Foundation of the Institute of 
Medicine, an honor of which I am deeply sensi- 
*The Eleventh Lewis Linn McArthur Lecture of the Frank 
Billings Foundation of the Institute of Medicine of Chicago, 
delivered February 22, 1935. 
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ble and which I fear I shall find it hard to 
justify. 

Let me first, however, record the fact that 
the death of Lewis Linn McArthur, which oe- 
curred since the lecture was last given in 1934, 
is a loss which the surgical profession of the 
whole country, and indeed of other countries, 
shares with you who lived with him and ex- 
perienced daily that unparalleled combination 
which he possessed of keen judgment and ex- 
quisite surgical skill tempered by modesty, even 
to the point of diffidence, and humanized by 
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the milk of human kindness. Such were the 
striking features of his professional career. May 
this unique influence long endure as an example 
to us who follow him, and let us believe that 
it was with this intent that Doctor Billings es- 
tablished the McArthur lectureship as a part 
of the foundation. 


Many different influences have contributed to 
the determination of the changes which have 
taken place in the undergraduate medical eur- 
riculum since the turn of the century. Among 
these may be mentioned, perhaps first, the great 
advances of medical science which have made it 
necessary to discard much of the empiric in- 
struction of the 80’s and 90’s, and to replace 
this by the more rational scientific methods which 
have contributed in such great degree toward 
these same advances. Other considerations, how- 
ever, have influenced the instruction in our med- 
ical schools, such as the varying educational 
requirements for licensure in the different states 
of the union and the elimination of the low- 
grade and proprietary medical schools and the 
development of the strong university schools 
along the lines of the sound educational prin- 
ciples already established in the other graduate 
schools of the universities. Since these influ- 
ences have been felt to be of somewhat unequal 
significance in different localities, it is not sur- 
prising that wide differences should still exist 
between the different schools in the general 
educational policies adopted and in the details 
of the curriculum offered to the prospective stu- 
dent. 

During this same period also, the requirements 
in the way of premedical instruction have been 
extended to at least two years of college educa- 
tion in all of the approved schools and, what 
is of very great significance, the number of can- 
didates for admission to these schools is so great- 
ly in excess of the number of students which can 
possibly be admitted that a process of natural 
selection has taken place, with the result that 
the intellectual and scientific qualifications of 
the medical student of today are vastly greater 
than they were twenty-five years ago. 

These considerations have also affected the 
technical form of instruction given, as well as 
the content of the curriculum. Thus the didactic 
lecture has been almost completely abandoned. 
Its place has been taken by laboratory work, con- 
ferences, and clinical instruction, and the tend- 
ency here has been progressively to deal with 
smaller and smaller groups of students, and to 
have the student actually take part in the ex- 
ercise and not remain an observer on the side 
lines. This clinical instruction is supplemented 
by collateral reading from textbooks and from 
contemporaneous medical literature and by con- 
ferences of smaller groups. More time is spent 
both in the laboratories and in the clinics in 


teaching principles and methods than in acquir- 
ing a mass of uncorrelated facts. The concept 
of preparation of the student for a life-time con- 
tinuance of the study of medicine, through 
school, hospital, and practice, is set up, and the 
discipline of self-instruction is the objective 
rather than the acquirement of isolated facts 
which too frequently will be forgotten before the 
need for their use occurs. 


With this change in the medical curriculum 
has come about a more widely accepted recogni- 
tion of the fact that the four-year course in 
medicine, and the M.D. degree which indicates 
its suecessful conclusion, can no longer be con- 
sidered sufficient without an additional year or 
years of hospital training, to ensure the quali- 
fications of the graduate to engage in the gen- 
eral practice of medicine with- safety to the 
public. Under these circumstances it becomes 
necessary to consider first what absolute essen- 
tials of knowledge must be acquired in each de- 
partment of the medical school to serve as a firm 
and substantial foundation on which to base sub- 
sequent hospital experience, in order that the 
student may consolidate the whole into such a 
structure of codrdinated knowledge and experi- 
ence as to qualify him for the actual practice of 
his profession. 


It is of course to be expected that each de- 
partment of the school should regard its own 
subject as of greater importance in this com- 
posite foundation than that of other depart- 
ments, and only a wise and impartial authority, 
and one endowed with force and tact, can bring 
these divergent units into a freely codperative 
group. When this is accomplished, however, 
and the medical course is viewed as a composite 
period of learning in which all departments must 
contribute to the desired end, the first and fore- 
most difficulty is overcome. 

Since it is instruction in the subject of can- 
cer that concerns us here, let us consider first 
the basic knowledge of that subject which we 
may agree is needed by the student when he 
completes four years of medical school and clin- 
ical instruction and qualifies for his hospital 
intern service and his degree. Let us consider 
also the further knowledge which he should ae- 
quire in his intern training in order that on 
graduation he may give efficient service to the 
community as a general practitioner, and final- 
ly, that minimum of knowledge of cancer which 
will make it safe for him as a surgeon or a 
radiologist to undertake the actual treatment 
of cancer in the individual patient. We can 
then judge the extent. to which cancer instruc- 
tion, as commonly given today in our medical 
schools, conforms with those ideals. In doing 
this, however, we must always bear in mind that 
cancer, though undoubtedly of great importance 
in mortality statistics, is only one, and by no 
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means a common one, of the multitude of dis- 
eases with which the practicing physician must 
be familiar; and further, that however desirable 
it may be that the practicing physician’s work- 
ing knowledge of cancer should be increased, 
this end will have to be attained under present 
day conditions by increasing the efficiency of the 
instruction given to him as an undergraduate 
rather than by any material addition to the 
hours in the curriculum allotted to this subject. 


The unique and practical feature of cancer as 
a disease is, of course, the fact that while read- 
ily cured in many situations by removal or de- 
struction in its early local stages, in its later 
disseminated stage it has a 100 per cent mor- 
tality. This is not true of any other disease 
which afflicts so large a percentage of the pop- 
ulation as cancer. It is for this reason that the 
early diagnosis of cancer assumes a significance 
far greater than that of many other conditions, 
the majority of which are definitely designated 
as self-limited diseases because of the fact that 
the natural protective processes of the human 
body, once set in motion, not infrequently can 
operate successfully to overcome the disease. 
This does not occur with cancer. It is a fact, 
furthermore, that the early diagnosis of cancer 
is established only with the greatest difficulty, 
whereas the later symptoms are too often un- 
mistakable. Much has already been accom- 
plished in the way of education of the public to 
secure prompt consultation by the patient with 
a physician on the recognition of any suspicious 
symptoms, but a great deal more remains to be 
done along this line. Unless, however, the phy- 
sician is alert to recognize the possibility of the 
presence of cancer as a cause of the symptoms 
of the patient who consults him, and unless he 
immediately takes steps to obtain a positive di- 
agnosis, whether by roentgen ray, or instru- 
mental examination or biopsy, or by consulta- 
tion, the chances of that patient being perma- 
nently cured of cancer diminish steadily day by 
day. Studies made by Dr. G. A. Leland at the 
Huntington Hospital indicate that cases of can- 
cer of the cervix of the uterus require on an 
average only four weeks’ time to progress from 
the early favorable to the more advanced class, 
with a corresponding diminution of the percent- 
age of five-year cures of 16 per cent, or 4 per 
cent a week. Under these circumstances we may 
fairly insist that no student should reach the 
end of his fourth year in the medical school, 
without having the overwhelming importance of 
the early diagnosis of cancer so firmly fixed in 
his mind as to make him ever after feel a sense 
of personal responsibility for any cancer pa- 
tient who progresses from the local to the ex- 
tended stage of the disease by reason of his fail- 
ure to secure a prompt diagnosis in a suspected 
case which has consulted him. 

Undergraduate instruction in cancer begins 
in almost every medical school as a part of the 


course in pathology, and usually in the second 
year. Instruction is given by lectures and in 
the laboratory. The student learns the gen- 
eral features of the cancer process, such as the 
histological and gross appearances of cancer in 
its established stages, and the different methods 
by which cancer of different cellular composi- 
tion and arising in different situations extends 
to other organs. Attention is given to precan- 
cerous conditions and to the study of material 
from the operating rooms, as well as from the 
autopsy table, in order that the student may 
become familiar with the disease in its early as 
well as in its more advanced and fatal stages. 
Emphasis is not infrequently laid upon the 
protean character of the disease, but the svmp- 
toms of eancer of different organs and the differ- 
ential diagnosis in each situation must be left 
as a rule to the later clinical instruction of the 
third and fourth years. Contemporaneous clin- 
ical demonstrations are arranged in some schools 
as correlative exercises to the course in pathol- 
ogy, in order that the student may gain some 
idea of the appearances in the living patient of 
the disease which he is studying in the labora- 
tory. Cancer and other tumors are, of course, 
included in these exercises. 

The important knowledge of cancer which has 
been acquired’ by research workers studying 
transplantable, spontaneous and induced can, 
cer in animals, and the significance of heredity, 
together with the practical application of these 
facts to the etiology of cancer and to the pre- 
vention, the diagnosis, and the treatment of can- 
cer in human beings, are properly included in 
this portion of the course. 

At this point also the public health aspects 
of cancer are commonly presented. The world- 
wide and continued increase in the cancer death 
rate and its significance is discussed, together 
with the necessity for the education of the pub- 
lie as well as of the medical profession! to the 
importance of early diagnosis, and the efforts 
which have been made to provide convenient 
consultation facilities by the establishment of 
cancer hospitals and cancer clinics in all civ- 
ilized countries. 

This basic instruction in pathology is fur- 
ther elaborated in many schools by a course in 
surgical pathology, given in the second or third 
year, in which the clinical and the laboratory 
aspects of cancer as well as of other surgical dis- 
eases are brought together and correlated to 
such a degree as is possible with the clinical 
material available in the hospital and the re- 
sources of the laboratory which receives the op- 
erative material of the hospital for study and 
diagnosis. In such a course a practical but 
very elementary comprehension of the refine- 
ments of the histological diagnosis and the clas- 
sification of tumors can be given. Such matters 
as the grading of malignancy can be discussed ; 
and the subject of radiosensitivity, which is be- 
coming a more and more important considera- 
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tion in radiotherapy, can be brought to the stu- 
dent’s attention. Such a course in the surgical 
pathology of tumors must be acknowledged to 
be one of the most important features of the 
teaching of cancer in medical schools which 
have been developed in recent years, and may, 
as in some schools, be postponed to the third or 
fourth year. 


During the third and fourth years of the med- 
ical school, when the student begins his clinical 
work in the wards and outpatient departments 
of the hospital, he first comes in contact with 
cancer as a disease in the living patient in its 
many different situations. Unfortunately, how- 
ever, in the majority of our medical schools to- 
day this experience is obtained under the su- 
pervision and instruction of a large number of 
different teachers and in many different clinical 
departments of the school and hospital. Thus, 
while the main responsibility for clinical instrue- 
tion in cancer rests undoubtedly upon the sur- 
gical department, medicine, gynecology, oph- 
thalmology and otology, dermatology, genito- 
urinary surgery, neurosurgery, and radiotherapy 
all present the subject of cancer to the student 
from one or another point of view. 


Too often it is this part of the student’s train- 
ing that can be fairly criticized as lacking such 
correlation as to give to the student a clear and 
systematic comprehension of the cancer process 
as a whole, and of the general principles under- 
lying its diagnosis and treatment in the many 
different situations in which it may develop in 
the human body. While this lack of codrdina- 
tion in the teaching of cancer exists in many 
medical schools today, it is found to be present 
also in regard to the clinical diagnosis and treat- 
ment of cancer in many of our hospitals. It is 
to correct this lack of codrdination between the 
different clinical departments of our hospitals, 
and to tie them up more closely with the basic 
knowledge of cancer which is to be derived from 
the department of pathology and with the rap- 
idly advancing knowledge of radiotherapy, that 
the movement for the establishment of cancer 
clinics in general hospitals has come about. In 
the past seven or eight years the development 
of clinies of this nature, staffed by representa- 
tives of all these different departments of the 
hospital but operating as a codperative group 
for the discussion in conference of the diagnosis 
and treatment of the individual case, has been 
conspicuous. Many of the great university med- 
ical schools have been quick to see the advan- 
tages of this opportunity for the student to ob- 
tain a broader view of the subject of cancer by 
utilization of the experience and material avail- 
able in the cancer clinic. Where such clinics 


do not exist, however, the student is obliged to 
attempt to correlate this knowledge for himself 
at a very considerable waste of time and with 
difficulties which are often almost insurmount- 
able. 


It may be maintained, as indeed has already 
been stated (in the report of the commission 
on medical education 1932), that the task of cor- 
relating information derived from different 
sources and representing different points of 
view is a desirable mental discipline and, as 
such, a necessary portion of the student’s train- 
ing, but that this can easily be carried so far 
as to be a waste of the student’s time is evi- 
denced by the notable development of ‘‘com- 
bined elinies’’ and group clinics in many dif- 
ferent departments of medicine, including the 
‘pathological conference’? which has been so 
widely adopted and is so highly valued as an 
educational exercise by the student, the intern, 
the staff, and the postgraduate as well. 


Cancer in its many different situations in the 
human body is often spoken of as being not one 
disease but a whole group of diseases. From 
the point of view of the clinician this is un- 
doubtedly true, because its clinical manifesta- 
tions are so varied in these different situations 
that there are few if any symptoms of the dis- 
ease which are common and characteristic of 
eancer in all its different places of origin. Es- 
pecially is this true of cancer in its early stages 
when its recognition is so difficult and at the 
same time of such vital importance to the suc- 
cess of the methods of treatment upon which 
we now are forced to rely—surgery and radia- 
tion. 

Thus eanecer is a new growth or tumor, but 
the clinical demonstration of a tumor may be 
impossible from the clinical examination, as in 
eases of cancer of the stomach or of the colon, 
and resort is necessary to examination by roent- 
gen ray. Some forms of cancer present them- 
selves as ulcerative lesions, as in the mucous 
membranes of the mouth, and others are de- 
tected not by any signs whatever indicating their 
site of origin but only by the secondary mani- 
festations of their extension to lymph nodes or 
by metastasis to bone, as in occasional cases of 
cancer of the breast or hypernephroma. It is 
these characteristics of cancer which make the 
differential diagnosis of the disease in each of 
its different situations a matter of separate and 
special consideration. Knowledge of these pecul- 
iar features of cancer in its different locations 
and experience in applying this knowledge to 
the diagnosis in the individual patient are thus 
important matters of experience to be brought 
to the student’s attention during the third and 
fourth year clinical instruction in the wards 
and outpatient departments of the hospital. 


At present, as a rule, this instruction is given 
independently by each of eight or ten different 
departments in the medical school and by their 
affiliated departments in the hospitals. Not only 
must this instruction cover matters of differen- 
tial diagnosis, but the natural course of the dis- 
ease in each of its different situations must be 
learned as well as the appropriate treatment in 
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each ease, whether by surgery, by radiation, or 
by a combination of these methods. Discussion 
of safe methods for exploratory operation and 
biopsy in different situations is essential, and a 
consideration of the clinical features of the pre- 
cancerous diseases and conditions is of great im- 
portance. In the relatively brief period of 
clinie or ward service allotted to each student, 
and with the limited clinical material available, 
it is not unreasonable to suppose that many of 
the less common forms may not be brought to 
his attention. Deficiencies of this sort in the 
schedule of clinical instruction are inevitable, 
but they may well be expected to be mini- 
mized if a cancer clinie exists in the hospital 
where the student is receiving his instruction 
and he is able to be present at the daily or week- 
ly tumor conferences, in which the different de- 
partments concerned are represented and join 
in the study and discussion of the collected tu- 
mor material of the hospital. 


In the matter of treatment also, advantages 
are to be obtained by the student when he can 
have the relative merits of surgical and radia- 
tion therapy discussed by representatives of 
each of these departments, in a friendly and 
codperative effort to determine for the patient 
that method of treatment which best meets the 
requirements of his individual ease. This is an 
advantage to the student which he can rarely 
obtain from the individual instructor in one or 
another department who, with the most sincere 
belief that he is imparting the truth as derived 
from his own experience, frequently exhibits a 
lack of precise knowledge of the results of treat- 
ment by methods other than his own, and a cer- 
tain degree of prejudice which leaves the stu- 
dent in a state of confusion and unable to ob- 
tain authoritative information in regard to 
these controversial matters. 


Where no cancer clinic exists in which the 
clinical material of the hospital can be col- 
lected, studied, and discussed by the student, 
the next best method appears to be that of the 
combined clinic which brings the instructors of 
two or more departments together to participate 
in a joint discussion of cases of cancer in its 
different situations. Such a combined clinic 
can be made to demonstrate the same group- 
study principle which is the characteristic of the 
eancer clinic but requires special organization 
and does not so readily cover the entire field. 


The instruction given in our medical schools 
today in roentgenology and radiotherapy varies 
within wide limits. The universal necessity for 
the employment of roentgen rays in the diag- 
nosis of many diseases and the great importance 
of roentgen ray and radium therapy in cancer 
as well as in other conditions, have been recog- 
nized only within a relatively brief time, and 
the science of radiology is one which is advanc- 
ing rapidly at the present time. The necessity 
for a general knowledge on the part of the phy- 


sician of its values and of its limitations is be- 
coming more and more universally appreciated. 
It is not to be supposed that every graduate 
should acquire a comprehensive knowledge of 
the physics of radiology, or of the technic of 
roentgen ray examinations, or of the employ- 
ment of radium and of roentgen ray in treat- 
ment, but the subject is of far too great impor- 
tance to be left to the chance introduction of 
these subjects in connection with the instruc- 
tion of the clinical departments in the third and 
fourth years. Many schools acknowledge these 
facts by assigning hours in the curriculum for 
such instruction, but in many instances this as- 
signment is too short for any comprehensive 
course and in some schools scarcely any hours 
at all are given to this department. 

What has been said about the undergrad- 
uate hospital instruction in cancer applies also 
to that of the hospital intern service with which 
the four years of medical school instruction is 
now commonly, if not universally, supplemented 
before registration to practice is sought in the 
several states. Here, of course, is given a much 
wider opportunity than during the undergrad- 
uate years, both in time and in clinical experi- 
ence, to supplement the instruction already re- 
ceived, but here again unless the intern service 
is taken in a hospital which has its cancer work 
coordinated and collected in a cancer clinic, the 
varying experiences and prejudices of the dif- 
ferent department staffs cannot fail to leave con- 
fusion and doubt in the mind of the intern, 
and delay or prevent him from acquiring that 
correlation of knowledge of cancer as an im- 
portant disease which is to be desired. 


At the end of four years of undergraduate in- 
struction the student should have acquired a 
general knowledge of the pathological nature of 
the cancer process. He should know something 
of its etiology as a problem in biology. He 
should have firmly fixed in his mind the sig- 
nificance of long continued ‘‘chronie irritation”’ 
as an exciting cause of cancer, and through this 
approach he should acquire a grasp of the na- 
ture of ‘‘precancerous lesions’’ and the impor- 
tanee of their diagnosis and treatment in con- 
nection with the prevention of cancer in those 
situations where such conditions are universally 
accepted as of serious significance. 

In addition to these general biological facts 
about eancer the student should know of its 
public health aspects; of the steadily mounting 
eancer mortality; and of the statistical studies 
of the disease, not only in regard to its mor- 
bidity and its mortality, but in relation to the 
results of treatment in its different situations. 
He should know of the campaigns for education 
of the public and of the efforts made to arouse 
greater interest and proficiency among the mem- 
bers of the medical profession in dealing with 
cancer, and for increasing the resources for ex- 
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pert consultation and treatment by the organiza- 
tion of cancer hospitals and cancer clinics 
throughout the world. He should know also 
what can be done to diminish suffering and give 
the greatest ease and contentment to the ineur- 
able ease. 

He should be informed of the trends of pres- 
ent day cancer research, of the artificial pro- 
duction of cancer in man and in animals, of the 
biochemical and biophysical studies of normal 
and of malignant cells, and especially of the 
studies of the influence of different chemical and 
biological products, hormones, vitamins, and 
enzymes upon cell growth—a field at this mo- 
ment under most vigorous cultivation in the 
research laboratories. 


With this comprehension of the nature of the 
cancer process and its importance in present 
day medicine, the student at the end of four 
years of medical school with the clinical instrue- 
tion in the hospitals of his third and fourth 
years should be aware of the vital necessity 
for prompt and accurate diagnosis of cancer in 
its more common situations, of the possibilities 
and probabilities of successful treatment by 
surgery and by radiation, of the methods of ex- 
ploratory operation which are regarded as safe 
and of those which are to be avoided as involv- 
ing danger to the patient, and of those condi- 
tions which are widely recognized as precan- 
cerous diseases and which require prompt diag- 
nosis and treatment that the occurrence of can- 
cer may be prevented. 


In addition to this knowledge of cancer in 
general, specific instruction in regard to the dif- 
ferential diagnosis of cancer in its more com- 
mon situations, especially those of the early case, 
must be acquired if the student is to fulfill his 
function as a general practitioner in the pro- 
tection of the health of that part of the com- 
munity which he serves. This knowledge must 
to a great extent be acquired by experience, and 
constant repetition may be needed to ensure its 
retention in such form as to be instantly avail- 
able in the interests of the patient. Thus the 
differential diagnosis of cancer of the skin, 
breast, mouth, uterus, stomach, and intestine 
may perhaps be set up as the forms of cancer 
which are most important from the point of view 
of frequency, followed by those of the bones, 
muscles and deeper tissues (the sarcomas), can- 
cer of the genito-urinary tract, of the esophagus, 
and of the glandular organs, such as the salivary 
glands, thyroid, and the pancreas. 

With knowledge sufficient to cover the differ- 
ential diagnosis of cancer of the more common 
regions, or at least to realize the possibility of 
the existence of cancer in lesions of these or- 
gans, the general practitioner can best serve his 
community by obtaining consultation promptly 
in eases where he is unable himself to make a 


positive diagnosis. In performing this function 
he will fulfill his duty to society better by far 
than by attempting to supply the necessary treat- 
ment for such cases, unless he is equipped with 
adequate resources and experience. 


The four years of the medical school can hard- 
ly be expected to carry the student much far- 
ther in his knowledge of cancer than has been 
above described. In his hospital intern service, 
however, the student is frequently obliged to 
choose between the medical and surgical serv- 
ices of the hospital. In many hospitals also ad- 
ditional intern or resident appointments are 
available in special departments, such as gyne- 
cology, genito-urinary surgery, pediatrics, ortho- 
pedies, otolaryngology, and ophthalmology. The 
surgical intern early in his career comes in con- 
tact with those forms of cancer which require 
and receive surgical treatment with or without 
the addition of radiation therapy. He thus 
learns the technie of exploratory operations in 
cancer cases as well as the complete standard 
radical operations required for the surgical cure 
of cancer. He assists at operations in cancer 
cases and may even obtain opportunity to per- 
form such operations himself under supervision. 
Here again, however, the intern may be at the 
disadvantage of serving under a preceptor who 
may or may not be sufficiently interested in the 
modern group study of cancer to work in close 
cooperation with the pathologist and the radio- 
therapeutist. Where a cancer clinic has been 
organized this objective is readily attained. 
Where such is not the ease, however, the fancy 
of the individual surgeon determines the extent 
to which the clinic study of cancer cases is pur- 
sued. During the surgical intern service, and 
in the special services such as otolaryngology, 
ophthalmology, and gynecology, the clinical ma- 
terial of the hospital provides opportunity for 
study and for acquiring a certain degree of 
proficiency in the diagnosis of cancer in its more 
common situations, and for the handling of early 
and doubtful cases; as well as in the radical op- 
erative treatment of the disease. 

The student who selects a medical intern serv- 
ice attains experience in the diagnosis of some 
of the more common internal forms of cancer, 
such as that of the stomach, colon, pancreas, 
lung, and of the leukemias and lymphomas, but 
his opportunity for the study of cancer of other 
regions is more limited. A combined medical- 
surgical service is thus of advantage to the stu- 
dent who expects to enter general practice. Hos- 
pital services limited to one or another of the 
specialties give little opportunity for general 
experiencé and when possible should be taken 
only after a general medical or surgical or com- 
bined intern service, instead of as a substitute. 

That the experience of the surgical intern 
service should warrant the graduate in holding 
himself out as qualified for special practise in 
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cancer surgery, however, cannot readily be 
agreed. It is wiser for him to continue active 
work as a general surgeon and devote such time 
as he may either to the study of cancer in the 
jaboratory and in the roentgen ray and radium 
department, or in the cancer clinic, rather than 
to attempt to specialize in cancer work exclu- 
sively at the end of his intern service. The 
broader training of the general surgical service 
for a number of years at least is greatly needed 
by the surgeon who is desirous of making of 
cancer the chief interest in his professional 
career. If he cherishes this ambition, however, 
he should appreciate that he must train himself 
with the definite objective of becoming one of 
a group of individuals who are united in the 
purpose of securing to the cancer patient the 
best service which modern medical science af- 
fords—whether as a surgeon or an internist, a 
radiotherapeutist or a pathologist, or a repre- 
sentative of one of the specialties, he must de- 
velop first such gereral proficiency in his own 
line as to qualify himself to represent that de- 
partment adequately in consultation with rep- 
resentatives of other departments similarly qual- 
ified. He must add to this special training of 
his own an adequate knowledge of and a sym- 
pathetic appreciation for the essential princi- 
ples of the other departments concerned with 
the cancer problem, especially the three depart- 
ments, surgery, pathology, and radiotherapy. 
By this training he should succeed in prepar- 
ing himself to take a place among the con- 
stantly increasing group of physicians who ree- 
ognize the necessity for providing more adequate 
medical resources for the relief of the vast 
numbers of individuals in the community af- 
flicted with cancer. 


To summarize we may say that: 


1. Improvement in the instruction given in 
the medical school to undergraduates on the 
subject of cancer is to be desired. 

2. This is to be obtained by improvement of 
the quality of the instruction rather than by 
addition to the amount of time devoted to this 
subject in the curriculum. 


3. The chief defect in cancer instruction in 
medical schools today is the lack of correla- 
tion of the instruction given by many different 
departments in the schools and hospitals. 


4. This defect is best overcome by the or- 
ganization of cancer clinics for the group study 
of cancer cases in hospitals, and by their use 
for teaching undergraduates. 


5. Where cancer clinics are not in existence 
and cannot be organized in teaching hospitals, 
an attempt should be made to obtain codpera- 
tive and coordinated plans for teaching the sub- 
ject of cancer from the departments especially 
concerned in this instruction, i.e., surgery and 
its specialties, pathology, and radiotherapy. 


6. Every graduate of the medical school 
should obtain a general knowledge of cancer 
and in addition he should (a) recognize the su- 
preme importance of early diagnosis, (b) recog- 
nize symptoms which indicate even the possi- 
bility of the existence of cancer in its more com- 
mon situations, and (c) know what steps are to 
be taken with safety to the patient in securing 
an immediate and positive diagnosis as to the 
presence of cancer and, if cancer is present, what 
steps are to be taken to procure the most effec- 
tive treatment. 


7. The surgeon who desires to make cancer 
the chief interest of his professional career re- 
quires a period of years of preparation by post- 
graduate study and the actual practise of gen- 
eral surgery. During these years he should pur- 
sue the pathological study of cancer in the lab- 
oratory to the extent of his opportunities. Some 
training and experience in radiotherapy should 
also be acquired. The radiotherapeutist has the 
same need for pursuing the practice of his own 
specialty and should add the pathological train- 
ing also while making himself familiar with the 
diagnosis of cancer and its surgical treatment. 
Only with this experience can he fit himself ade- 
quately to join the representatives of the other 
departments of the hospital in the group study 
of the patient in the special cancer clinic or 
the cancer hospital. 


STRIKE OF CITY HOSPITAL ANNEX WORKMEN 


The large addition under way at the Boston City 
Hospital is suspended because of the strike of union 
building trades mechanics. 


DRIVE FOR FUNDS FOR THE CAPE COD 
HOSPITAL 


Because of extensive improvements at the Cape 
Cod Hospital at Hyannis, a campaign for funds has 
been started. This hospital serves a population of 
32,000 living within an area of 444 square miles, and 
has eighty-three beds. 


During the past year 1,124 persons were admitted 
and 1,758 out-patients were treated. 

The hospital is approved by the American College 
of Surgeons. 


a 


THE APPOINTMENT OF MRS. J. P. SIMONDS 


Mrs. J. P. Simonds, 25 East Walton Place, Chi- 
cago, Illinois, has been appointed Chairman of Press 
and Publicity for the Woman’s Auxiliary of the 
American Medical Association, to succeed Mrs. Rob- 
ert E. Fitzgerald who will, next June, take office as 
President of the National Auxiliary. 
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CASE 21321 
PRESENTATION OF CASE 


First Admission. A sixty-seven year old 
American housewife entered complaining of 
right upper quadrant pain. 

About twice a year during the past several 
years the patient had attacks of mild intermit- 
tent right upper quadrant pain associated with 
light stools, dark urine and jaundice, the lat- 
ter appearing usually within twelve hours after 
the onset. The attacks, which occasionally began 
half an hour after eating, usually lasted a week, 
although the pain itself lasted only a day or two 
and was followed by marked weakness and 
toward the end by chills and fever. The pain 
at first radiated to the midscapular region but 
recently had remained localized to the right up- 
per quadrant. There was no vomiting. Two 
months before entry she had a very severe at- 
tack lasfing about two weeks and three days ago 
another which lasted until admission. At this 
time, in addition to dark urine, light stools and 
jaundice, she vomited but had no chills or fever. 
The pain was present at night as well as during 
the day. During the past three months she had 
lost about fifteen pounds in weight. 


Her family, marital and past histories are 
non-contributory. 


Physical examination showed a _ well-devel- 
oped and nourished woman in no acute distress. 
The skin and sclerae were icteric. Her teeth 
were false. There were a few crackling rales at 
both bases. The heart was not remarkable. The 
blood pressure was 110/60. The abdomen was 
moderately distended. There was diffuse ten- 
derness with spasticity in the right upper quad- 
rant. The liver edge was not made out because 
of the tenderness. No masses were palpable. 

The temperature was 100.2°, the pulse 92. 
The respirations were 18. 

The urine was dark amber in color and had 
a specifie gravity of 1.004 to 1.015, a very slight 
trace of albumin and a four plus test for bile. 
The sediment contained several white blood cells 
and an occasional epithelial cell. The blood 
showed a red cell count of 3,500,000, with a 
hemoglobin of 55 per cent. The white cell count 
was 13,000, 86 per cent polymorphonuclears. 
The stools were brown in color. The icteric in- 
dex was 50, the van den Bergh 1.2 milligrams. 


The bleeding time was 3 minutes, the clotting 
time 9 minutes. 

She was given one liter of 10 per cent glu- 
cose intravenously and on the fifth day, follow- 
ing a transfusion of 500 cubic centimeters, op- 
eration was performed. 

The gall bladder was found enlarged, acutely 
inflamed and adherent to all the surrounding 
structures. Pressure on the gall bladder caused 
a slight amount of bile to exude from this area 
of inflammation. The gall bladder was opened 
and about fifty stones were removed. It was 
not possible to remove the gall bladder because 
of adhesions and extensive bleeding. The com- 
mon duct was opened and forty-seven stones 
were removed from both the common and hepatic 
duets. The latter were distended and easily ad- 
mitted a finger on each side. Several stones were 
also removed from the ampulla, which was then 
dilated and several stones pushed through to 
the duodenum. A catheter was sutured into the 
common duct and the duct closed around it. A 
large tube was sutured into the gall bladder. 

Following operation the temperature rose to 
102° for a few days but soon returned to nor- 
mal. Her jaundice improved. An icteric index 
on the fourth postoperative day was 20 and a 
van den Bergh 6.8 milligrams. She continued 
to do well and was discharged approximately 
three weeks after admission. 

Second Admission, nine months later. 

Except for an occasional mild attack of ab- 
dominal pain without jaundice she felt perfectly 
well during this interval. She gained weight 
and had a sense of well-being. Two days before 
entry, following a heavy meal, she complained 
of intermittent cramplike epigastric pain fol- 
lowed by vomiting and the passage of dark- 
colored urine. Since then she vomited several 
times. 

Physical examination showed a very sick 
woman with slight jaundice of the skin and 
sclerae. There were numerous moist fine inspir- 
atory rales at the bases. There was spasm of 
the upper abdomen with a questionable area of 
fullness. There was tenderness below each cos- 
tal margin, more marked on the left. The liver 
extended four fingerbreadths below the right 
costal margin. The blood pressure was 95/55. 

The temperature was 98°, the pulse 118. The 
respirations were 25. 

The urine was brown in color, contained bile 
and many white blood cells as well as numerous 
bacteria. The blood showed a white cell count 
of 25,000. The icteric index was 45. The non- 
protein nitrogen of the blood was 30 milligrams. 

On the day following admission operation was 
performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. BetH VINCENT: This ease is that of a 
sixty-seven year old woman who entered in an 
acute attack of biliary disease with a history 
of several years pointing clearly to disease of 
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the gall bladder and to gall stones. This sup- 
position is confirmed by the findings at oper- 
ation, which consisted of removal of all the 
stones that could be found with drainage of the 
common duet and simple drainage of the gall 
bladder but not a cholecystectomy on account 
of the poor condition of the patient. The con- 
valeseence was normal. In a sense this might 
be looked upon as the first stage of a two-stage 
operation because in our experience most cases 
of this type do have recurrence of acute symp- 
toms and require a final and radical operation 
to accomplish a eure. This is what happened 
in this case; the patient came in the second time 
in another acute attack. 

We know that this patient has chronic disease 
of the gall bladder. She had had a great many 
small stones and the presence of jaundice sug- 
gests that one of the stones was overlooked and 
that she has obstructing stones in the common 
duet. She also has symptoms that point to the 
other complication that frequently occurs in 
these biliary cases, that of pancreatitis. In ad- 
dition there is a rather large liver. The patient 
has had biliary disease for a long time and it 
is quite possible that she should show some cir- 
rhosis, what we call obstructive cirrhosis in such 
cases. While all the cases of gall stones of long 
standing of course do not develop malignant dis- 
ease it is true that malignant disease of the 
gall bladder and biliary tract is almost always 
preceded by gall stones and although there are 
no specific indications in this case, we must al- 
ways be prepared to find malignant disease in 
cases of gall bladder disease of this sort. I know 
that the operator found a chronic diseased gall 
bladder. He may have found stones obstruct- 
ing the ampulla. I should think it highly prob- 
able that she showed some acute process in the 
pancreas and I expect that she may have some 
cirrhosis of the liver. 


CLINICAL Discussion 


Dr. Ernest M. Dauanp: There were forty: 
six stones taken out of the common and hepatic 
ducts. They were fairly large facetted stones. 
The hepatic ducts were dilated so that it was 
possible to insert the full length of the finger 
and shell out the stones, most of which were 
facetted and tightly packed. One thing that 
does not appear in the history is that at the 
first operation we definitely knew we had left 
some stones in the hepatic duct. We got out all 
we could and crushed several more which we 
could feel two or three inches up in the hepatic 
duct. We dilated the ampulla and after opera- 
tion watched for passage of stones, but during 
the next four weeks no stones were passed. 

This patient was a very feeble individual and 
having carried her through the first episode we 
did not dare to consider the second operation. 
She just barely made the grade the first time 


and we did not think it wise to do anything in 
the interval. When she came in the second time 
she had tenderness in the upper abdomen, more 
marked on the left. We did not dare do any- 
thing for twenty-four hours but then her white 
count rose from 25,000 to 44,000. We suspected 
that she had an acute pancreatitis and operated 
with that preoperative diagnosis. The previous 
operation was done through a right rectus split- 
ting incision and the second was done through 
a midline incision, expecting to find something 
in the pancreas. The pancreas was normal—no 
thickening or other evidence of pancreatitis. We 
explored the gall bladder which was still en- 
larged but no stones were palpable. We opened 
the common duct; the bile there was under pres- 
sure and when the duct was opened it spurted 
three or four feet into the air. We drained out 
about a liter of bile at that time. As I re- 
member, there were only two stones found in 
the common duct. The common duct and the 
gall bladder were drained. 

She lived about a month after the operation. 
She drained well from the common duct. We 
could not get her to eat. We tried feeding her 
bile with some degree of success but half the 
time she refused it. She refused all sorts of © 
fluids by elysis or by vein and she refused a 
jejunostomy which we wanted to do. She failed 
quite rapidly. At the end of a month she did 
allow’ us to do a jejunostomy for feeding pur- 
poses but it was too late and she lived only a few 
days after that was done. 


CLINICAL DIAGNOSES 


Acute cholecystitis. 
Choledocholithiasis. 


Dr. BETH VINCENT’S DIAGNOSES 


Chronie cholecystitis. 
Common duct stone. 
Obstructive cirrhosis of the liver. 
? Acute pancreatitis. 
? Carcinoma of the gall bladder. 


ANATOMIC DIAGNOSES 


Choledocholithiasis, intra- and extrahepatic. 

Acute fibrinous bronchitis with pseudo-asth- 
matic paroxysm. 

Cholecystitis, chronic. 

Operative wounds—cholecystostomy, choledo- 
chostomy, jejunostomy. 

Cirrhosis of the liver, obstructive. 

Icterus. 

Peritonitis, localized, acute and chronic. 

Leiomyomata uteri. 


DIscussION 


Dr. Tracy B. Mauuory: The autopsy showed 
a condition against which the surgeons were 


powerless. The entire biliary tract within the 
liver was filled with stones from end to end. We 
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did not count them but there must have been 


several hundred stones. They started in each 
hepatie duct, running up through every branch 
and as one got farther and farther out into the 
liver the stones became smaller and smaller. 
When one reached the finer terminal bile ducts 
the stones were almost microscopic in size, just 
a fine granular sand but there was not a duct 
within the liver that did not contain particulate 
inspissated material. This is a fairly rare con- 
dition. It has been claimed at times that gall 
stones are only formed in the gall bladder and 
if they are found in the hepatic ducts or in the 
liver they are supposed to have regurgitated 
from the gall bladder. I think cases such as this 
patient of Dr. Daland’s provide strongly sug- 
gestive evidence that that is not the case. The 
gall bladder in this woman was rather thin 
walled, not markedly injected, and I find it in- 
conceivable that all these stones were formed in 
the gall bladder. I think they must have formed 
locally in the liver. As would be expected with 
a high grade and long-standing biliary obstruc- 
tion, the liver showed marked secondary changes. 
There was a very chronic well-marked biliary 
cirrhosis. There was also an acute terminal 
central necrosis so that an element of liver in- 
sufficiency might well have come in at the end. 

A rather surprising terminal picture was the 
lungs which were acutely distended and looked 
exactly like the lungs of a case of bronchial 
asthma. On section, however, all the bronchi 
were found filled with plugs of polymorphonu- 
clear leucocytes and fibrin,—no eosinophiles and 
no mucin. I believe she developed the equiva- 
lent of an asthmatic paroxysm because of dif- 
fuse bronchial obstruction from fibrinous bron- 
chitis. I have seen a similar picture in fatal 
pulmonary hemorrhage where casts of clotted 
blood obstructed the entire bronchial tree. There 
was no pneumonia, and in spite of the multiple 
operations there were relatively few adhesions, 
except in the right upper quadrant, and no signs 
of intestinal obstruction. There was a little 
localized peritonitis beneath the second gall blad- 
der wound. 

Dr. Datanp: She had an attack of asthma 
three or four days before death which responded 
to adrenalin. 

Dr. Mauuory: I think there is no question 
that this terminal event was closely related to 
asthma but certainly not ordinary bronchial 
asthma. 


CASE 21322 


PRESENTATION OF CASE 


A seventy-eight year old unemployed Maine 
carpenter entered with the complaint of vomit- 
ing of two months’ duration. 

The patient had always had a little indiges- 


became worse but he had no pain or vomiting. 
‘’wo months before admission he began to vomit 
fairly frequently, usually one to two hours after 
meals. The vomiting was preceded by nausea 
but there was no pain. The vomitus consisted 
of food and occasionally small amounts of blood. 
He began to lose weight and to grow weak. For 
the past few weeks he had been unable to retain 
any solid food. He had been able to keep down 
one or two small egg-nogs and a few glasses 
of water each day. For the past five days, how- 
ever, he was unable to keep anything down. At 
no time had he complained of pain. There had 
been no massive hematemesis. Five days before 
admission he was foreed to go to bed. He no- 
ticed at that time that his urine was dark. His 
son believed that his color had been poor al- 
though he was not certain that it had been 
yellow. About one week before admission his 
right leg began to swell and, within the past 
few days, enlargement of his abdomen was noted. 
He had been somewhat constipated during the 
past few weeks. 

For the past twenty years he had drunk all 
sorts of alcoholic beverages, and according to 
his daughter was moderately intoxicated fairly 


frequently. His family and past histories are 
otherwise irrelevant. 
Physical examination showed an_ elderly, 


slightly jaundiced man with shallow and rapid 
respirations. He complained of some pain and 
numbness in his right leg. There was arcus 
senilis. The pupils were equal but slightly ir- 
regular. They reacted sluggishly to light. There 
was a cataract on the right. The fundus on the 
left showed moderate sclerosis of the vessels. 
The teeth were extremely dirty and carious. In 
the left supraclavicular fossa there was a firm, 
slightly movable nodule 2.5 centimeters in diam- 
eter. The heart was slightly enlarged. The 
sounds were regular, faint and of poor quality. 
There was a questionable gallop rhythm. The 
blood pressure was not obtained. The apex rate 
was 90. The lungs showed dullness and sup- 
pressed breath signs at the left base posteriorly 
to 3 centimeters above the angle of the scapula. 
The abdomen was distended, with dullness in 
both flanks and a fluid wave. There was some 
tympany in the right flank. In the right upper 
quadrant there was a firm nodule 3 centimeters 
in diameter. In the midportion of the upper ab- 
domen there was an indefinite hard ballotable 
mass. Peristalsis was present. The right leg 
was swollen as far up as the groin, and was blue, 
tender and cold. Rectal examination was nega- 
tive. 

The temperature was 99.6°. 

Examination of the blood showed a red cell 
count of 4,600,000 with a hemoglobin of 70 per 
cent and a white cell count of 25,700, 96 per 


tion with a tendency to belch and gag easily. 
Three or four months before admission this 


cent polymorphonuclears. 
The patient was put to bed and given two 
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doses of one-sixth of a grain of morphia. At 
1:15 a.m. on the second day the nurse found 
him dead in bed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Ricnarp H. Sweet: This is an elderly per- 
son who comes in with a story which sounds like 
pyloric obstruction. We know that the first 
symptom was vomiting. He had had some in- 
digestion but he had had it most of his life and, 
therefore, we do not attach much significance to 
it. About two months before he entered the 
hospital he began to vomit quite frequently. 
The vomiting came usually two hours or so after 
meals which would tend to suggest ulcer or some 
other trouble in the region of the pylorus. As 
we read along we learn that the vomitus con- 
sisted of food and occasionally of small amounts 
of blood, which suggests a bleeding lesion in the 
stomach, although one might get bleeding be- 
cause of the vomiting. It is, however, sugges- 
tive of ulcer or of a carcinomatous growth in the 
stomach. Then we find that- whereas at first 
he was able to take solid food, he goes through 
a period when he ean take only soft foods until 
he finally reaches the point where he vomits 
even fluids; so that we have a clearly progres- 
sive upset of the stomach. Then another symp- 
tom arises five days before admission. The urine 
becomes dark in color and there is some ques- 
tion as to whether he has slight jaundice. Final- 
ly, he noticed a swelling of the right leg and 
also a rather recent swelling of his abdomen. 


Thinking back over the history, it seems to 
me that it fits best of all some lesion of rather 
rapid development which has obstructed the 
pyloric outlet to the stomach, probably ecarci- 
noma. One might question that diagnosis as 
an explanation of jaundice but one not infre- 
quently sees involvement of the common duct 
with a carcinoma of the stomach. We are told 
that he had been a heavy drinker most of his 
life and was intoxicated fairly frequently, 
which makes us wonder if he had cirrhosis since 
he had jaundice and vomited blood. But to me 
the story sounds more like an obstructed stom- 
ach. 

In the physical examination we find that he 
had mild jaundice, pain and numbness. An in- 
‘teresting finding is the firm hard nodule above 
the left clavicle. When we are dealing with 
people who, we suspect, might have carcinoma 
of the stomach we always feel in the left supra- 
clavicular fossa because years of clinical obser- 
vation have shown that many eases of carcinoma 
of the stomach show a metastatic lymph node 
in that region. The cardiac condition apparent- 
ly was not very satisfactory but he was seventy- 
eight years of age. We do not know whether 
they made an effort to obtain the blood pres- 
sure. 

There are some signs in the lung which I am 
not able to interpret. 


The abdominal examination suggests that he 
had ascites. Then we discover that he has two 
abdominal masses, one in the right upper quad- 
rant 3 centimeters in diameter and another in 
the midepigastrie region which is described as 
being indefinite, hard and ballotable, I suppose 
because of the presence of fluid. There was 
peristalsis. 

The red count showed no particular anemia 
although the hemoglobin was 70. The polymor- 
phonuclears might have been dependent on a 
pulmonary condition, if he had pneumonia. 

As I see this case, it seems to me that one 
can explain the entire picture on the basis of 
carcinoma of the stomach with perhaps a metas- 
tatic nodule in the liver and a metastatic lymph 
node above the clavicle; and also, as I have 
said, it is not beyond the realm of possibility 
to explain the stenosis of the common duct by 
direct invasion or by extension or pressure from 
a neighboring involved lymph node. There is 
this to say, however: that we not infrequently 
see a carcinoma of the pancreas which will give 
a similar train of symptoms. I know of one 
surgeon who has said—I do not know how he 
feels about it now—but he has said that in do- 
ing a cholecyst-duodenostomy for obstruction of 
the common duct from carcinoma of the pancreas 
it was rational to do a gastroenterostomy as well, 
because so many eases, if they live long enough, 
would develop obstruction of the pylorie end of 
the stomach as well. We have here the supra- 
elavicular node and I do not believe that is found 
so often with carcinoma of the pancreas. It 
seems to me that the train of events is more in 
favor of a primary lesion in the stomach than 
a secondary one. 

Dr. Wyman RicHarpson: I wonder how Dr. 
Sweet accounts for the cold blue leg. 

Dr. Sweet: I meant to speak of that. I 
think we often see in terminal malignant disease, 
swelling and edema of the leg and sometimes 
venous obstruction from involvement by metas- 
tases of the pelvic portion of the abdominal 
eavity. I think that that might possibly have 
something to do with the edema and swelling of 
the leg. The ascitic fluid is undoubtedly due to 
peritoneal metastases. 


CLINICAL DIAGNOSES 


Carcinoma of the stomach with metastases to 
the liver and the peritoneum. 


Dr. RicHarp H. Sweetr’s DIAGNOSES 


Carcinoma of the stomach with abdominal 
carcinomatosis and obstruction of the 
common duct by malignant disease. 

Metastasis to supraclavicular node. 


ANATOMIC DIAGNOSES 


Carcinoma, primary site undetermined, ? gall 
bladder. 
Hematocele in gall bladder. 
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Metastases to peritoneum, liver and supra- 
clavicular, mesenteric and retroperitoneal 
glands. 

Intestinal obstruction, 
colon. 

Obstruction of common and eystie ducts, 
partial. 

Jaundice. 

Pulmonary emboli, multiple. 

Thrombosis, internal iliac vein, right. 

Edema of right leg and scrotum. 

Ascites. 

Hydrothorax, left. 

Emphysema, slight. 

Arteriosclerosis, splenic and renal. 

Pleuritis, chronic fibrous adhesive, right. 

Fibroma, renal. 


partial, transverse 


PatHOLoGic Discussion 


Dr. Tracy B. Matzory: The autopsy here 
showed carcinoma as was expected but it was 
not in the stomach where Dr. Sweet and the 
service very naturally put it in view of the story. 
I am not quite so sure where it was primary, in 
fact. The most probable place seemed to be the 
gall bladder. We found the gall bladder mark- 
edly distended and filled with bright red blood. 
The pancreas was surrounded by a mass of tu- 


mor but when we cut into it the pancreas it- 
self seemed perfectly normal. There was a 
fairly diffuse peritoneal involvement with 
marked beading of the lymphatics in various 
places and a particularly large mass in the ree- 
tovesical space as one often sees. The supra- 
clavicular node also showed metastatic carci- 
noma. So far as the microscopic examination 
is eoneerned I could find no evidence that the 
tumor started in the pancreas. The pancreas 
was completely surrounded and to a slight ex- 
tent infiltrated but apparently from the outside 
in. The gall bladder showed carcinoma through- 
out its wall although the mucosa was so com- 
pletely necrotic that I was unable to recognize 
it and I cannot state with absolute certainty that 
we were dealing with a primary cancer of the 
gall bladder, although I think this is most prob- 
able. The gall bladder did not contain stones 
and carcinoma of the gall bladder without stone 
is so rare that this constitutes a strong argument 
against that being the primary site. I know of 
at least one other case where blood was vomited 
from hemorrhage into the gall bladder. 

A Puysician: Why did he die so suddenly? 

Dr. Mauuory: He died of a pulmonary em- 
bolus arising from a thrombophlebitis in the 
left iliac vein. 
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IODINE AS AN ANTISEPTIC 


Tue relative superiority of iodine as a bac- 
tericidal substance has already received editorial 
comment in this Journal’. Additional data have 
been recently published which emphasize the 
germicidal efficiency of iodine most strikingly. 


Salle and Lazarus® report on a series of ex- 
periments in which they determined the com- 
parative resistance of Staphylococcus aureus 
and of embryonic tissue to certain germicidal 
substances. With each they ascertained the 
highest dilution killing bacteria in ten minutes 
and that permitting no growth in tissue cul- 
tures. By dividing the latter by the former 
they obtained a toxicity index. If the tissue 
killing dilution is higher than that for bacteria, 
the index is greater than 1.0 and the germicide 
is relatively inefficient. The higher the index 
the poorer the antiseptic. For example, mer- 
eurochrome showed bacterial killing in a 1:40 
dilution and no tissue growth in a 1:10500 dilu- 
tion. The toxicity index is 262, which means 
that a solution 262 times as strong as that which 


does not permit the growth of embryonic tissue 
is necessary to kill bacteria. In addition, they 
determined the phenol coefficients by dividing 
the effective bactericidal dilutions by that for 
phenol. These figures are as follows: 


Germicide Toxicity Staphylococcus 
index aureus 
phenol 
coefficient 

Iodine 0.09 308 
Hexylresorcinol 3.0 108 
Metaphen 12.7 92 
Phenol 12.9 
Merthiolate 35.3 70 

Mercurochrome 262.0 0.6 


From the above it is obvious that iodine® has 
the greatest bactericidal power, as judged by 
phenol coefficients, and that it is the only one of 
the group that will kill bacteria in dilutions 
higher than that necessary for the inhibition of 
growth of embryonic tissue. The germicide at 
the bottom of the list, mercurochrome, has a 
toxicity index 2900 times greater and a phenol 
coefficient 510 times smaller than iodine! 

The bactericidal power of iodine, based on the 
effective dilutions of usable solutions, is even 
greater than is indicated by the phenol coeffi- 
cients. For, granting that the usable dilutions 
of iodine, hexylresorcinol, metaphen, merthiolate 
and mercurochrome are, respectively, 1:20, 
1:1000, 1:500, 1:1000 and 1:50, the effective 
bactericidal dilutions of usable solutions, accept- 
ing the figures from the tables given by Salle 
and Lazarus, become 1:1000, 1:7, 1:12, 1:5 and 
1:0.8, respectively. In other words, the iodine 
solution can be diluted over eighty times and 
still be as bactericidal as the strongest of the 
other germicides! 


REFERENCES 
1. Editorial: New Eng. J. Med. 210:869, 1934. 
2. Salle, A. J., and Lazarus, A. S.: Proc. Soc. Exper. Biol. 


and Med. 32:665, 937, 1057, 1119 and 1481, 1935. 
3. Lugol’s Solution (Liquor Iodi Compositus, U. S. P.). 


SIGNIFICANT FACTS RELATING TO 
MEDICAL EDUCATION 


A PRELIMINARY report of the recent examina- 
tion of applicants for registration as physicians 
in Massachusetts presents some significant facts. 
The total number of candidates present on this 
occasion was 219. Of one hundred and thirty 
taking the examination for the first time, eighty- 
seven were from approved schools and forty- 
three, or nearly fifty per cent, were from in- 
stitutions not recognized by the Council on 
Medical Education and Hospitals. Of this group 
of forty-three graduates from nonapproved 
schools twenty-eight were from the nonapproved 
schools in Boston and fifteen from schools with 
the same classification located in other states. 

In this examination there were eighty-nine ap- 
plicants who had previously failed in examina- 
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tions conducted by the Massachusetts Board and 
of this number forty-six (more than fifty per 
cent) are graduates from nonapproved schools 
in Massachusetts. Only four came from Class A 
institutions in this state. 

The situation is deplorable, in that the Old 
Bay State continues to be indifferent concern- 
ing the quality of medical education carried on 
within its borders. In comparing this last with 
previous reports, the situation does not indi- 
cate that the unaceredited schools are raising 
their standards and the inference is warranted 
that either the schools from which the rejected 
candidates come do not adequately prepare stu- 
dents to meet the standards adopted by the ex- 
amining board or that the matriculants in these 
substandard schools are not intellectually fitted 
to profit by the instruction given. 

Either of these hypotheses should arouse the 
interest of the citizens of this Commonwealth 
because it is unfair for a school to accept the 
price of tuition from students without giving 
to a reasonable degree, that which is sought. 
Neither is it right to encourage a young person 
to engage in an occupation for which he may 
not have the essential qualifications for success. 
There are already too many misfits in medi- 
cine. The specious argument that these sub- 
standard schools open the only way for the poor 
youth to enter professional life is not true, for 
rarely do such institutions give any material as- 
sistance in enabling the needy student to meet 
the cost of living during the required four years 
of study. 

On the other hand, the better-class medical 
schools take an especial interest in capable stu- 
dents and provide needed assistance, thereby 
generally insuring the completion of the sched- 
uled courses of instruction. 

In the early years of this century there were 
many commercial medical schools. Fortunately 
most have been driven from this field, for it is 
well known that under present conditions the 
student fees cannot support a high-grade medi- 
eal school. 

The pertinent question before us is, what is 
the matter with Massachusetts? Since all other 
states in the Union have gone beyond this Com- 
monwealth in conferring authority to registra- 
tion boards relating to the standing of medical 
schools, the situation is deplorable. The only 
explanation seems to be that there is no ade- 
quate appreciation of this situation through- 
out the state and, since it is fundamentally an 
educational problem relating to public health, 
the responsibility rests squarely with the med- 
ical profession. 

Organized medicine has been emphasizing 
the responsibility of the doctor in disseminat- 
ing information respecting the etiology and 
treatment of disease. It has done little effective 
work in Massachusetts in convincing the pub- 
lic of the benefits incident to a uniformly well- 
trained medical profession. At the present time 


this is the great opportunity of the profession 
to show its devotion to the common welfare. If 
aroused and directed, the Massachusetts Medi- 
cal Society could lead the electorate to demand 
of its legislature equal standing with her sister 
states. 


A MORE COMMON EMERGENCY IN 
SUMMER 


Every general practitioner should read the 
letter contributed by Dr. Alexander Marble 
which appears on page 285 and especially physi- 
cians who care for children with diabetes. 

Delay is dangerous in hypoglycemia and the 
inclusion in the doctor’s emergency outfit of the 
properly constructed syringe and ampules put 
out by some dealers will give assurance of effi- 
ciency in dealing with this emergency. Every 
case of coma in a new patient calls for a differ- 
ential diagnosis of the condition which may be 
responsible for this symptom. 


THIS WEEK’S ISSUE 


Contains articles by the following named au- 
thors: 


Firz, Reainaup. M.D. Harvard University 
Medical School 1909. Associate Professor of 
Medicine, Harvard Medical School. Physician 
to the Peter Bent Brigham Hospital, Boston. 
His subject is ‘‘On Perforating Inflammation of 
the Vermiform Appendix with Special Refer- 
ence to Its Early Diagnosis and Treatment.’’ 
Page 245. Address: 721 Huntington Avenue, 
Boston, Mass. 


Rosey, H. Harvard University Med- 
ical School 1895. Clinical Professor of Medicine, 
Emeritus, Harvard University. Consulting 
Physician to the Boston City Hospital ; Norwood, 
Milton and Marlborough Hospitals. His subject 
is ‘‘ Visual Disturbances with Digitalis Medica- 
tion.’’ Page 248. Address: 202 Common- 
wealth Avenue, Boston, Mass. 


Mintz, E. Ross. M.D. Université de Paris 
1928. Assistant Urologist, Massachusetts Gen- 
eral Hospital. His subject is ‘‘The Natural His- 
tory of Some Renal Tumors.’’ Page 251. Ad- 
dress: 6 Commonwealth Avenue, Boston, Mass. 


KarcHer, Epwarp Winstow. M.D.* Middle- 
sex College of Medicine and Surgery 1916. <As- 
sistant Physician to Syphilis Out-Patient De- 
partment, Massachusetts General Hospital. In- 
structor in Dermatology and Syphilis, Harvard 
Medical School. Lecturer in Dermatology and 
Syphilis, Harvard Dental School. His subject 
is ‘‘Latent Syphilis.’’ Page 257. 


Hurxtuau, Lewis M. M.D. Harvard Uni- 
versity Medical School 1923. Senior physician, 


*Deceased, February 18, 1935. 
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Lahey Clinic. His subject is ‘‘Myxedema Heart 
with Congestive Heart Failure and Polyserous 
Effusions.’’ Page 264. Address: 605 Common- 
wealth Avenue, Boston, Mass. 


GREENOUGH, Ropert B. <A.B., M.D. Harvard 
University Medical School 1896. F.A.C.S. Con- 
sulting Surgeon, Massachusetts General Hospi- 
tal and Collis P. Huntington Memorial Hospi- 
tal. His subject is ‘‘Cancer Education in Med- 
ical Sehools.’’ Page 267. Address: 8 Marl- 
borough Street, Boston, Mass. 


MISCELLANY 


TO PRESIDENTS AND SECRETARIES OF STATE 
ASSOCIATIONS AND DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 


Important! 


Information coming to the Committee indicates 
that the action of the House of Delegates at the 
Atlantic City Session, in consideration of Sickness 
Insurance, has in some instances not been fully un- 
derstood. The misconception has to a degree been 
advanced by reports in some journals and headlines 
in public newspapers to the effect that sickness in- 
surance has been given broad approval by the Amer- 
ican Medical Association. Some groups are said to 
have planned to act on this supposition. 

The report of the Reference Committee of the 
House of Delegates has been published in the 
Journal and the Special Report of the Bureau of 
Medical Economics will soon be available to mem- 
bers of the Association. It is urgently recommend- 
ed that both the Special Report of the Bureau of 
Medical Economics, containing an analysis of the 
various plans at present in operation, and the re- 
port of the Reference Committee, which were adopt- 
ed by the House of Delegates, be carefully studied 
before any plans are considered. No county society 
should consider the creation of any new social ma- 
chinery for the extension of medical service or col- 
lection of compensation for such service before the 
existence of a real need for such change has been 
demonstrated and the requirements and available 
existing facilities have been carefully appraised. The 
report of the Committee states that “Analyses show 
that the class for which special provision is neces- 
sary is far smaller than most lay-writers and the 
results of so-called ‘surveys’ would indicate.” The 
economic problems of the individual cannot be ade- 
quately dealt with on the basis alone of his classifi- 
cation in the group of those who receive low in- 
comes. Social workers have accordingly long recog- 
nized the necessity of the investigation of the prob- 
lem of each individual. Upon this basis is the meth- 
od of individual study or ‘“‘case work’’ of social serv- 
ice founded. The problem of needed medical service 
to each person of the group is also an individual one, 
and one which cannot be met by group classification. 


Based upon an investigation of the resources of 
the individual, an adjustment of fees for needed 


medical services, according to ability to pay in grad- 
uated installments, in most instances meets the 
problem of the individual patient who is not wholly 
indigent. It is to this type of organization that the 
Legislative Committee referred in a previous com- 
munication as meeting public and individual require- 
ments. If the individual is indigent, he obviously 
cannot be expected to pay for medical service on an 
adjusted fee basis, nor is he provided for in pro- 
posed sickness insurance or any plan other than 
charitable or direct Government indigent relief. In 
that instance medical costs are only one phase of the 
individual’s economic distress, and his problem re- 
quires more comprehensive measures than simple 
provision of medical services. 

A group purchasing an undetermined amount of 
medical service upon a prepaid fixed premium basis 
offered to all, within broad income limits, who ap- 
ply, sooner or later will include a large percentage 
of individuals who can and have previously support- 
ed medical practice upon normal private basis. Ex- 
perience has shown that prepayment medical serv- 
ice has not been salable on the basis of adequate 
fees for the physician, as evident in experience here 
and abroad. : 

Some of the effects of such plans are as follows: 
(1) A large amount of medical work will be done 
on a financial basis which is inadequate to provide 
for maintenance of proper standards. (2) Those 
not included in the plan will be educated to demand 
medical services at correspondingly low fees. (3) 
The operation of such plans over a period of average 
conditions will not add to the sum total of fees de- 
rived from the income group insured, and aside from 
possible temporary changes in distribution will sim- 
ply reduce more professional services to an inade- 
quate financial basis. (4) The establishment of such 
plans will create a pattern which, although unde- 
sirable, it may be impossible to change or discard, 
and may therefore lead to still broader adoption of 
objectionable practices. (5) There is reason to be- 
lieve that some local plans, even though now ap- 
parently satisfactory, inherently possess the same 
weaknesses and destructive tendencies as have been 
evident in similar patterns of operation in foreign 
countries. (6) The questions of contract practice, 
legal responsibilities, and state insurance regulations 
encountered, as well as the drift to solicitation of 
patients and violation of medical ethics cannot be 
presented here. (7) Extensive systems of voluntary 
sickness insurance invite competitive offerings by 
irresponsible people, and in Europe have created 
conditions so chaotic as to advance the establish- 
ment of compulsory insurance by legislative act. 

Less populous communities in which the medical 
and financial needs of the individual patients are 
known to physicians and public relief officers have 
no need of any cumbersome machinery. 

It is to be noted that the action of the American 
Medical Association did not contemplate the opera- 
tion of any plans, except by local constituent so- 
cieties of the American Medical Association, and that — 
in so doing medical societies must be guided by the 
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Ten Fundamental Principles adopted in June, 1954. 

All proposed plans of county societies should be 
submitted to officers and appropriate committees of 
state medical societies. Before considering any pro- 
gram, it would also seem advisable to confer with 
the Bureau of Medical Economics of the American 
Medical Association which has the greatest oppor- 
tunity to study the needs for any varying successes 
of the existing experiments. 

Great responsibility rests upon state and local med- 
ical organizations and upon Delegates, who entered 
into the consideration and adoption of these reports, 
to see that the action of the House of Delegates be 
not construed as approving or encouraging the es- 


tablishment of local sickness insurance units em- 
bracing the objectionable features against which the 
profession, as a national body, is making such a (ie- 
termined and effective fight. 
COMMITTEE ON LEGISLATIVE ACTIVITIES OF 
THE AMERICAN MEDICAL ASSOCIATION 
E. H. Cary, M.D., Chairman, 
C. D. Wright, M.D., 
F. S. Crockett, M.D., 
R. L. Sensenich, M.D. 
By—R. L. SENSENICH. 
203 J. M. S. Building, 
South Bend, Indiana, 
July 15, 1935. 


BOSTON UNIVERSITY SCHOOL OF MEDICINE GRADUATES, JUNE 10, 1935 


Names 


Abbot, Edward A. 
Aiello, Louis J. 
Baron, Leo 
Bernhardt, Henry M. 


Berresford, Arthur B. 
Biller, Samuel B. 
Blaisdell, Irl H. 


Bradley, Joseph J. 
Cincotti, John J. 
Coffin, Raymond B. 
Cohen, Samuel C. 
Connor, George M. 
Curtis, Helen 


Devlin, William J. 
Elia, Andrew D. 


Felderman, Jacob 
Fierman, Joseph H. 
Foley, William H. 
Forbes, Wilfred W. 
Gavriluk, Olga A. 
Grodberg, Burton C. 
Halbstein, Bernard M. 
Hartwell, Constance G. 


Horenstein, M. Mark 
Horowitz, S. Franklin 
Hunt, Reginald S. 
Hutner, Cyril I. 

Itri, Francis V. 
Kamens, Israel M. 


Karush, Aaron 


Kershaw, Beatrice R. 


Lawlor, Edward F., Jr. 


Lydon, Mark T. 
Maguire, Richard A. 


Mazzarella, Lawrence A. 


Mutter, Frederick C., Jr. 


Home Addresses 


Brockton, Mass. 
New Haven, Conn. 
Dorchester, Mass. 
Brookline, Mass. 


Cambridge, Mass. 
Watertown, Mass. 
Providence, R. I. 


Belmont, Mass. 
Boston, Mass. 
Boston, Mass. 
Brighton, Mass. 
Plantsville, Conn. 
Wilton, N. H. 


Jamaica Plain, Mass. 
Biddeford, Maine 


Providence, R. I. 
Malden, Mass. 
Edgewood, R. I. 
Brookline, Mass. 
Lawrence, Mass. 
Malden, Mass. 
Chelsea, Mass. 

West Newton, Mass. 


New Britain, Conn. 
Spring Valley, N. Y. 
Swampscott, Mass. 


New York City 
Brooklyn, N. Y. 
Chelsea, Mass. 

New York City 

North Adams, Mass. 
Lawrence, Mass. 

North Abington, Mass. 
Somerville, Mass. 


Brooklyn, N. Y. 


Brooklyn, N. Y. 


Hospital Appointments 
Mercy Hospital, Springfield, Mass. 


Muhlenberg Hospital, Plainfield, N. J. 


Massachusetts Memorial Hospitals, Boston 
Mass. 

Waterbury Hospital, Waterbury, Conn. 

Hahnemann Hospital, Scranton, Pa. 

Massachusetts Memorial Hospitals, Boston 
Mass. 


St. Elizabeth’s Hospital, Brighton, Mass. 

Boston City Hospital, Boston, Mass. 

Binghamton City Hospital, Binghamton, N. Y. 

Boston City Hospital, Boston, Mass. 

St. Raphael’s Hospital, New Haven, Conn. 

New England Hospital for Women and Chil- 
dren, Boston, Mass. 

Mercy Hospital, Springfield, Mass. 

Massachusetts Memorial Hospitals, 
Mass. 

Cumberland Hospital, Brooklyn, N. Y. 

Boston City Hospital, Boston, Mass. 

Providence City Hospital, Providence, R. I. 

Newton Hospital, Newton, Mass. 

New Haven Hospital, New Haven, Conn. 

Beverly Hospital, Beverly, Mass. 

St. Luke’s Hospital, New Bedford, Mass. 

Massachusetts Memorial Hospitals, Boston 
Mass. 

Madison General Hospital, Madison, Wisconsin 

Mercy Hospital, Bay City, Mich. 


Boston 


Massachusetts Memorial Hospitals, Boston 
Mass, 

Perth Amboy General Hospital, Perth Amboy, 


St. Francis Hospital, Jersey City, N. J. 

Jewish Hospital, Brooklyn, N. Y. 

Conemaugh Valley Memorial Hospital, Johns- 
town, Pa. 

New England Hospital for Women and Chil- 
dren, Boston, Mass. 

Salem Hospital, Salem, Mass. 

St. Vincent’s Hospital, Worcester, Mass. 

Carney Hospital, South Boston, Mass. 

Massachusetts Memorial Hospitals, Boston 

k Mass. 

Mary Immaculate Hospital, Jamaica, L. L, 

N. 
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Nalchajian, Willard D. Chelsea, Mass. Boston City Hospital, Boston, Mass. 
Payes, Leon G. New York City Binghamton City Hospital, Binghamton, N. Y. 
Philbrook, F. Randolf Randolph, Mass. Massachusetts Memorial Hospitals, Boston, 
Mass. 
Provenzano, Joseph Brooklyn, N. Y. Misericordia Hospital, New York City 
Raisch, Frederick J. Grand Rapids, Mich. Highland Park General Hospital, Highland 
Park, Mich. 
Sales, Louis New York City Beth David Hospital, New York City 
Saltzman, Charles Loch Sheldrake, N. Y. United Israel Zion Hospital, Brooklyn, N. Y. 
Serino, Arthur B. Cambridge, Mass. Quincy City Hospital, Quincy, Mass. 
Shuman, Harold I. Brookline, Mass. Boston City Hospital, Boston, Mass. 
Silver, Aaron Dorchester, Mass. Beth Israel Hospital, New York City 
Singh, Harkishen Punjab, India Massachusetts General Hospital, Boston, Mass. 
Smith, Gerald R. Portsmouth, N. H. Maine General Hospital, Portland, Maine 
Snider, George E., Jr. New York City Staten Island Hospital, Staten Island, N. Y. 
Spaldo, John L. New York City Medical Center, Jersey City, N. J 
Sullivan, Charles L., Jr. Jamaica Plain, Mass. Boston City Hospital, Boston, Mass. 
Swartz, Morris Dorchester, Mass. St. Joseph Hospital, Far Rockaway, N. Y. 
Vetromile, Gerard Merrick, N. Y. St. John’s L. I. City Hospital, Long Island 
City, N. 
Vinal, Raymond G. Cleveland Heights, Ohio Methodist Episcopal Hospital, Brooklyn, N. Y. 
Wenger, Samuel New York City Metropolitan Hospital, New York City. 
COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT WITH 1934 
AND SEVEN YEAR AVERAGE 
MontTH ENDING JuLy 20, 1935 
1935 1934 
2 B % 2 B® 
5 5 5 2 & 
Cerebrospinal Men. — — 1 1 1 
Chicken Pox 64 52 79 38 22 78 35 40 42 
Diphtheria 19 11 9 7 9 3 i — 2 
German Measles 66 33 38 21 3 1 6 1 2 
Influenza 1 1 2 3 
Malaria — 1 — 2 
Measles 301 223 167 70 70 105 =118 65 44 
Mumps 29 15 23 14 16 25 2 36 19 
Pneumonia (Broncho) 5 11 9 8 9 10 4 8 6 
Pneumonia (Lobar) 15 2 12 3 8 7 5 8 7 
Poliomyelitis 1 2 3 1 1 1 
Scarlet Fever 50 23 33 6 14 12 14 12 7 
Septic Sore Throat = 2 4 3 1 4 | 1 
Tuberculosis (Pul.) 19 15 17 17 30 22 20 33 28 
Tuberculosis (O. F.) 2 4 1 5 t 1 2 3 6 
Typhoid Fever 1 — mo 2 2 — 1 1 —_ 
Undulant Fever 1 2 2 3 1 
Whooping Cough 36 22 46 38 53 72 59 70 63 
Gonorrhea 47 22 32 26 36 28 18 ue 94 
Syphilis 94 50 45 28 45 49 59 19 88 


Remarks: No cases of Asiatic cholera, glanders, plague or yellow fever during the past seven years. 
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CORRESPONDENCE 


A PLEA FOR DOCTORS’ PENSIONS 


July 20, 1935. 
Editor, New England Journal of Medicine, 

It is with a sense of shame and deep mental 
anguish, that I read the editorial in this week’s 
Journal and Mr. Hobbs’ letter explaining the con- 
ditions under which the ERA aid is offered to 
indigent physicians in our state; and the clause 
which excludes the unfortunate recipients of such 
aid, in case any member of his family earns from 
$10.00 to $20.00 a week, is adding insult to injury. 
That so bountiful a sum, brought in by some young 
son or daughter of an unfortunate physician should 
be considered sufficient to sustain the needs of one 
who has given so much of himself to the communi- 
ty, in itself speaks for the sweetness of charity.... 

But, that a society of 160,000 men and women of a 
proud and most useful profession should come to 
a pass, where some few hundreds of its members 
should be left in such misery, is even more painful. 

I, therefore, respectfully submit to you for publi- 
cation, a letter which I sent some time ago to our 
most esteemed A. M. A. Journal, that so loudly pro- 
claims itself sufficient to care for the profession in 
all its phases. Needless to say, my letter was not 
published because the trustees of our great Amer- 
ican Medical Association could not be bothered 
with such trifles as the welfare of its members. 

Since I wrote that letter, the crying need for some 
substantial and mutual aid has certainly increased 
manifold. The letter is self-explanatory and I hope 
that our members will see the soundness of the 
plan. 


Very truly yours, 
256 Bennington Street, R. GURALNICK. 
East Boston, Mass. 


COPY OF DR. GURALNICK’S LETTER TO THE AMERICAN 
MEDICAL ASSOCIATION 


October 24, 1934. 
Editor, American Medical Association Journal, 

In speaking to a patient friend of mine the other 
day, a letter carrier by occupation, and a man in 
the sixties, I was surprised to learn how well they 
are taken care of on retiring, by means of an old 
age retirement fund. According to the informa- 
tion I received from him, by withholding three per 
cent of his earnings through the period of his em- 
ployment, the government is able to pay him one- 
half of his wages upon retirement; and not only 
that, but at the age of sixty-three or thereabouts, 
retirement is compulsory, thus creating a job for a 
younger man. 

On the other hand, it is no more a secret that a 
good many members of our organization, who are 
of advanced age, are at present on welfare lists. 
Boston alone has thirty such recipients. The num- 
ber, however, must be infinitely greater only they 
are too proud to ask for aid. 

I have spoken to many physicians about an old 


age retirement fund and everybody seems to agree 
that the time has come when something should be 
done in this direction. It appears that with all our 
constant worries about giving better services to our 
patients and with our latest philanthropic inclina- 
tions to give those services at remunerations bor- 
dering on gratis, we ourselves are rapidly approach- 
ing the proverbial “Forgotten Man”. 

It is shameful to think that a profession consist- 
ing of about 160,000 men and women, one hundred 
thousand of whom are members of the A. M. A. (I 
am sorry I do not know the exact number) that with 
so large a membership, nothing has been done to 
provide such a fund which could easily have taken 
care of the few, that through old age find them- 
selves in need of financial aid. With a fund of this 
sort, they could retire and live in comparative ease 
the rest of their lives. Incidentally, the younger 
members of the profession would profit by such an 
arrangement. 

I realize that to establish such a retirement fund 
is fraught with difficulties, but such difficulties 
could be overcome, and the A. M. A. seems to be the 
only logical organization to take the necessary 
steps. Again, a fund of this kind would rapidly in- 
crease in amount, through voluntary contributions 
and bequests of the more fortunate members of the 
profession, who at present divert such sums into 
other channels. 

At a payment of let us say, ten dollars a year per 
member, into the treasury of the A. M. A., within a 
short time a sufficient sum would accumulate so 
that any beneficiary wanting to retire at the age of 
sixty or thereabouts, would be assured of an in- 
come of about $2000 a year, which amount should be 
sufficient for one to live in comparative ease. 

This does not mean, however, that anyone would 
be asked or expected to retire at the above-men- 
tioned age. Retirement would be entirely voluntary 
and the benefit extended to only such members as 
would have no other source of income, and only 
upon the complete surrender of the rights to prac- 
tice in any remunerative or competitive capacity. On 
the other hand, membership in the various socie- 
ties and the academic interest in medicine would 
still be one’s privilege. 

The scope of activities of the A. M. A. would un- 
doubtedly be enlarged, and the membership would 
come to the realization that something substantial 
is at last being done by the organization. 

R. GURALNICK. 


CHIROPRAXIS VERSUS CHIROPRACTIC 


Editor, New England Journal of Medicine, 

What a hideous word this “Chiropractic”! In 
English “ic” is usually an adjective suffix and the 
only way of making a noun of such an adjective is 
by adding the definite article as eg., “That’s the 
chiropractic in it.” 

-. But there is a fine word for them! Perhaps a 
century ago the “practice” of medicine was the 
“Praxis”. There are some other similar Greek 
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words. Thus we have kept “Sepsis” but have sup-|THE TENDENCY TO HYPOGLYCEMIC .ATTACKS 
planted “Skepsis’”. So there you are, Mr. Chiro- IN SUMMER 

practor! Say that you practice Chiropraxis or 


Chiropraxy. 

And so, according to this new law that your Edi- 
torial quotes, the definition reads “adjustment ... 
by hand only”. Just this very day a patient is tell- 
ing me of a Chiropractor jumping on the back. Said 
he witnessed it. 

All this manipulating tribe have always assumed 
an exceptionally erudite knowledge of anatomy, to 
the disparagement of physicians. I had a youthful 
aspirant, as a patient, who had had this idea 
pumped into him. There he was, attending the 
“Massachusetts College of Osteopathy” (same 
brood!) housed in two three-storied brick dwelling 
houses up on Huntington Avenue with the sign 
(blue?) paraded quite across them. And within a 
stone’s throw, the new Harvard Medical School with 
its century of tradition, facilities, and museum! 
What is worse, the Boston Transcript gave them an 
Editorial echoing this claim. 

It has always seemed to me that the very phi- 
losophy of their craft underwent spontaneous disin- 
tegration. Pretty much all things caused by pres- 
sure on the posterior roots as they pass through 
the foramina! Enquire a moment. So well protect- 
ed are these roots that, except in the case of a 
diseased bone or very slack ligaments, nipping is 
impossible. Have they dissected a chicken’s neck? 

The spine elongates, can turn in the cervical and 
lumbar regions but even then maintains its rela- 
tive adjustment of vertebrae. For the most part 
the dorsal region is a fixed column except for 
elongation. The cervical region they can play with 
to their heart’s content. A young patient of mine, 
attending one of their clinics, saw stars and dropped 
to the floor. The relations of the atlas and axis 
were plainly disturbed (examination) and she could 
not turn her head for months. They were well 
scared. Dr. Douglas Graham reported several such 
cases. 

And furthermore, how inaccessible to manipula- 

tion is the major part of a vertebra. The triangular 
' gpace between spinous and transverse processes is 
filled up with strong muscular tissue and the bodies 
of the vertebrae at a depth of two or perhaps more 
inches. One cannot manipulate the spine much or 
relieve pressure on the deep lying lateral roots by 
wiggling spinous processes, whether by hand or by 
foot. The spine really should be approached from 
in front, which of course, speaking by and large, is 
impossible. 

_ I think it to be a pity that, in a weak spirit of 
Catholicity, many men adopt an indulgent attitude 
toward this third generation, Chiropraxis. All 
claims for cures (with which the public is fairly 
bursting), we doctors ought to know, should run the 
gauntlet of logical investigation, so great is the op- 
portunity for coincidence, false data, and the opera- 
tion of credulity. SAMUEL DELANO, M.D. 

New Britain, Connecticut, 
July 4, 1935. 


July 31, 1935. 
Editor, New England Journal of Medicine, 


For most people — young and old — the summer 
time is a season of added physical activity. The 
average person is able to spend much more time out- 
of-doors exercising at work or at play. The mod- 
ern, well-controlled diabetic approaches the normal 
so closely that practically all types of activity are 
possible for him. This is fortunate because exercise 
can and should be used to the fullest extent in treat- 
ment. That exercise increases the blood-sugar-low- 
ering effect of insulin is well recognized. 


Because of this beneficial effect, diabetics are 
apt to do better in the summer time. Temporarily, 
tolerance for food is often increased and need for 
insulin lessened. Unless physicians are on the 
watch for this and take care to decrease dosages of 
insulin (as indicated by tests of urine and blood), 
severe insulin reactions may occur. We have had 
this fact impressed upon us recently by the remark- 
able reductions in dosages which have been possible 
with diabetic children in summer camps. Until 
stabilization on the new level is secured, hypo- 
glycemic attacks may be frequent unless the physi- 
cian and patient take care to avoid overdosage with 
insulin. 

We have found it helpful on many occasions to 
have at hand a suitable syringe and needle and am- 
pules containing 20 cc. of 50 per cent glucose prop- 
erly buffered for intravenous use. Particularly in 
children, insulin reactions may be sudden and se- 
vere and at times may result in unconsciousness. In 
such a situation, the anxious parent or attendant 
may experience great difficulty in getting the child 
to open tightly-closed jaws or to swallow orange 
juice or even syrup. For a child to remain in hypo- 
glycemic coma for hours is without doubt a potential 
source of danger to the integrity of nervous centers. 
To relieve the condition promptly the physician 
should be equipped to give glucose intravenously. 
Usually 20 ce. of 50 per cent glucose suffices for im- 
mediate return to consciousness. As a second best, 
epinephrine, 1/1000, may be given subcutaneously 
in dosage of 0.5 cc. and followed by carbohydrate 
orally when sufficient return to consciousness has 
been obtained. 


Since reactions are most apt to occur in the late 
forenoon, mid-morning lunches of from ten to twenty 
grams of carbohydrate should be the rule for diabetic 
children in summer camps. Particularly if this 
lunch is not taken, swimming and horseback rid- 
ing should not be engaged in during the latter part 
of the morning by a child whose blood sugar is 
known to fluctuate easily. Likewise for adults who 
take sizable doses of insulin, a mid-morning lunch 
is advisable if strenuous exercise or driving an auto- 
mobile is planned for the latter part of the fore- 
noon. 

This letter is written not to present new facts but 
to call attention to the néed for careful supervision 
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of the diabetic who at this season is leading a much 
more active life than is usual for him. 
Yours very truly, 
ALEXANDER MARBLE, M.D. 
81 Bay State Road, 
Boston, Mass. 


RECENT DEATHS 


BRYANT — Freperick Bryant, M.D., of 858 Main 
Street, Worcester, died at Hull, Mass., July 29, 1935, 
after an extended illness. 

He was born in Montville, Maine, in 1871, the son 
of Alonzo and Ariadana (Bean) Bryant. He grad- 
uated from Colby College in 1905 and from the Har- 
yard Medical School in 1910. 

He was 2 Fellow of the Massachusetts Medical 
Society and the American Medical Association, also 
of the Harvard Club of Worcester and the Boston 
Medical Library. 

Dr. Bryant is survived by his widow, Mrs. Mary 
Bryant, and a son, Frank Bryant, of Worcester. 


BUTLER — Davin Marnew Butter, M.D., of Cam- 
bridge, with an office at 371 Commonwealth Avenue, 
died at the Cambridge Hospital, August 1, of injur- 
ies caused by an accident. 

Dr. Butler was born in 1890, graduated from the 
Brockton High School, and later from the Tufts 
College Medical School in 1915. He practiced in 
Brockton for several years and after preparing him- 
self for special work in eye, ear and nose diseases 
opened an office in Boston. 

He was a Fellow of the Massachusetts Medical 
Society and the American Medical Association. 

He is survived by his mother, Mrs. Annie S. Butler, 
of 12 Bassett Road, Brockton, and two sisters, Mrs. 
Charles A. Weiner and Mrs. Joseph Stone, both of 
Brockton. 


HANLEY—Francis JosepH HANLEY, M.D., of Whit- 
man, Massachusetts, died suddenly, August 2, 1935. 
Dr. Hanley was born in Hinsdale, January 10, 1869. 
After a premedical education at Monson Academy, 
Georgetown University, he entered Jefferson Medical 
College and graduated in 1893 and settled in Whit- 
man the following year. 

During the war he served at Fort Oglethorpe, 
Georgia, with the rank of Captain. He was a Fel- 
low of the Massachusetts Medical Society and the 
American Medical Association, and was a member 
of the Hatherly Medical Association. 

He was affiliated with the M. C. O. F. and Whit- 
man Council, K. of C., and was a former trustee of 
the Whitman Town Library. 

He is survived by his widow, Mrs. Mary Hanley, 
and two sons, Dr. F. J. Hanley of Whitman and 
Edward J. Hanley of Schenectady, New York. 


KEEFE — JouNn W. KEEFE, M.D., of Providence, 
R. I. aged seventy-two, died at his summer home 
at Narragansett Pier, August 4, 1935. He was well 


known in Massachusetts and was a member of the 
New England Surgical Society, the American So- 
ciety of Obstetricians, Gynecologists and Abdominai 
Surgeons, and other scientific bodies. 

He was a former President of the Rhode Island 
State Medical Society, a Fellow of the American 
College of Surgeons and the American Medical As- 
sociation. 


NOTICE 


REMOVAL 
JOSEPH DANIEL FEeRRONE, M.D., announces the re- 
moval of his office to 860 Beacon Street, Newton 
Centre, Massachusetts. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR CF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, AUGUST 12, 1935 


Wednesday, August 14— 


712 M. Clinico-Pathological Conference. Children’s © 


Hospital. 
Saturday, August 17— 


oa — rounds at the Peter Bent Brigham Hos- 
pital. 


*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 


August 29 - September 5—Latin American Congress of 
Physical Therapy, X-Ray and Radium. For information 
address Dr. Madge C. L. McGuiness, 1211 Madison Avenue, 
New York City. 


September 5, 6, 7—American Congress of Physical 
Therapy will meet at the Hotel Kansas Citian, Kansas 
City, Missouri. Program and circular of information 
may be secured by addressing: American Congress of 
dg Therapy, 30 North Michigan Avenue, Chicago, 

September 17, 18, 19—Eleventh Clinical Congr 
Connecticut State Medical Society. For 
i Creighton Barker, 129 Whitney Avenue, New Haven, 

nn. 


October 7-10—American Public Health Association will 
e American Public ealth Association, 5 
Street, New York City. 


October 21 - November 2—1935 Graduate Fortnight of 
the New York Academy of Medicine. See page 898° issue 
of May 9. 

October 28- November 1—The Twenty-Fifth Clinical 


Congress of the American College of 
1065, issue of May 30. 


BOOK REVIEW 


Researches Published from the Wards and Labora- 
tories of the London Hospital During 1934. Lon- 
don: H. K. Lewis & Co., Ltd. Price 7s. 6d. 

The collected papers of researches published from 
the London Hospital during 1934 continue, as they 
have in years past, to set a high standard. Of par- 
ticular importance in this volume are the follow- 
ing papers: B. F. Byrom on “The Nature of Myx- 
oedema”; Hugh Cairns and Charles Donald, “The 
Diagnosis and Treatment of Abscess of the Brain”; 
William Evans and Clifford Hoyle, “The Prevention 
and Treatment of Individual Attacks of Angina 
Pectoris’; Otto Leyton, “Multiglandular Disease”; 
and Janet M. Vaughan on the anemias. With such 
a volume at hand, much that might be missed 
in the diffuse medical literature of the time is 
easily available. 
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